The New England 


Journal of Medicine 


Copyright, 1938, by the Massachusetts Medical Society 


Votume 219 


NOVEMBER 17, 1938 


Numser 20 
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BOSTON 


[\ ANY large children’s clinic there will be 
found a number of patients whose chief com- 
plaint is urinary incontinence or so-called “enure- 
sis.” The great majority of these cases have as a 
causative background merely some difficulty in 
training, with the intelligence of the parents or 
the social and economic environment as a contribut- 
ing factor. Obvious lesions about the urinary 
meatus need not be discussed here. There are, 
however, a certain number of infants and children 
in whom there is a definite though not obvious 
physical abnormality that causes the incontinence. 
It is extremely important that these cases be diag- 
nosed, and particularly that certain types be 
recognized before the age at which the child is 
generally supposed to acquire urinary control. As 
will be shown in the illustrative cases, there may 
exist a type of urinary obstruction that results 
in the incontinence of an overdistended bladder. 
This incontinence may occur during early infancy, 
and unless the mother and attending physician 
are observant, dribbling may be ignored or the 
infant regarded merely as requiring more frequent 
changing of diapers. In older children who have 
a congenital abnormality or some other condition 
that interferes with the normal control of the blad- 
der sphincter, the condition may be ignored until 
the child is of the school age or even later. Such 
children are too frequently wrongly diagnosed as 
“problem children” or “behavior problems” so far 
as their incontinence is concerned. 


The following cases illustrate some of the various 
conditions encountered at the Boston Children’s 
Hospital. 

*Presented at the Combined Clinical Meeting at the annual meeting 
of the Massachusetts Medical Society, Boston, June 1, 1938. From the 
Surgical Service of the Children’s Hospital, Boston. 


tVisiting surgeon, Children’s Hospital; assistant professor of surgery, 
Harvard Medical School. 


tAssistant resident surgeon, Children’s Hospital. 


CASE REPORTS 


Case 1. Posterior urethral valves. 


B. B., a 24-year-old boy, entered the hospital on July 
12, 1930. He had been seen on several occasions by his 
family physician because of urinary frequency and drib- 
bling. The mother stated that he never passed more than 
1 or 2 oz. of urine at a time and that there had always 


Figure 1. Case 1. Cystogram Showing Distended Bladder 
with Trabeculations. 


The posterior urethra is distended, a finding which 
is characteristic of obstruction in the region of the 
verumontanum. 


been a fullness in his lower abdomen. She had never been 
able to train him. For two days before admission there 
had been hematuria as well as severe dysuria. 

Physical examination revealed marked distention of the 


4 
i 
Be 
4 
< 
4 
A 
+ 


778 


bladder, which was palpable 1 cm. above the umbilicus. 
There was a mass in the right kidney region. The urine 
dribbled from the urethra at intervals of 10 or 15 minutes. 
On catheterization the mass in the midline as well as 
that in the kidney region disappeared. A cystogram was 
taken and is shown in Figure 1. The nonprotein nitrogen 
was 280 mg. per cent. The breath had a uremic odor, and 
the case resembled that of an elderly patient with long- 
standing prostatic obstruction. Kidney function tests 
showed extensive kidney damage. 

A diagnosis of obstruction due to posterior urethral 
valves was made and was confirmed at suprapubic opera- 
tion (Fig. 2). 


Figure 2. Postmortem Specimen of a Case Similar to 
Case 1. 


Note small probe in urethra, and obstruction to pos- 
terior urethra by valves at verumontanum. 


Comment. This case illustrates the tremendous 
damage that may result from an obstruction of 
the posterior urethra. The fact that incontinence 
was due to obstruction was not recognized. The 
condition is amenable to surgery, and if it is rec- 
ognized early the prognosis is good. The diag- 
nosis is easily established by means of a cystogram. 
Opaque material is injected into the bladder and 
a photograph obtained like that shown in Figure 
1. This congenital malformation is one of the most 
dangerous that we encounter because it is so sel- 
dom recognized before great damage has been 
done to the kidneys. Here, as in similar cases, 
there was a tremendous hydropyonephrosis on both 
sides, as well as marked dilation and infection of 
the ureters. The prognosis is poor in cases with 
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such advanced kidney damage. The important 
feature of this case was that the child, even though 
he had not reached the age when bladder control 
is obtained, had had since early infancy almost 
constant dribbling from an overdistended blad- 


der. 


Case 2. Congenital cyst of the vagina. 

E. H., a 3-week-old girl, entered the hospital in Feb- 
ruary, 1935. She had passed only a small total quantity 
of urine a day during the first 12 days of life, and each 
voiding was small in amount. Ten days before admission 
abdominal distention and tenderness became marked and 
there was almost constant dribbling of urine from: the 
urethra. The infant had been successfully catheterized a 
number of times and large amounts of urine had thus been 
obtained. No feces had been passed for 2 days. 

Physical examination showed marked abdominal dis- 
tention, with the top of the bladder above the umbilicus. 


Figure 3. Case 2. Cystogram Showing Distended Bladder. 


It was pushed up out of the pelvis by a vaginal cyst 
which was obstructing the ureters and rectum, 


There was prominence of the abdominal veins. A smooth 
mass could be felt anteriorly on rectal examination, and 
persisted after the withdrawal of 100 cc. of urine. No 
vaginal opening was demonstrated, and there was a cystic 
swelling of the whole vestibule which bulged when the 
child cried. 

A cystogram (Fig. 3) showed a greatly distended and 
smoothly outlined bladder which was displaced upward 
and anteriorly. 

At operation a large cyst was found filling the entire 
pelvis and pressing on both ureters and the rectum. On 
its superior surface were a normal-appearing uterus, tubes 
and ovaries. It was impossible to remove this cyst and 
relieve the obstruction without sacrificing the uterus and 
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adnexa. Histological examination showed a benign cyst © Comment. Although the prognosis for any case 
of the vagina. of 

growth in this age group is always grave, 

Comment. This unusual anomaly fortunately had the symptoms been recognized earlier and an 

made itself obvious early in life. There appeared earlier cystectomy been performed it is possible, 


Figure 4. Case 3. Anteroposterior and Lateral Cystograms. 
These show a filling defect in the distended bladder, caused by an intravesical new growth. 


no way to relieve the obstruction of the urinary although not probable, that a cure would have 
tract and rectum without sacrificing the uterus resulted. 

and adnexa. The patient has been free of symp- 
toms for 3 years. This case presents an interesting 
problem as regards future sexual development. 


Case 3. Rhabdomyosarcoma of the bladder. 


E. A., a 24-year-old boy, entered the hospital in 
March, 1935. He had had urinary frequency for a year 
or more, and for the previous 3 months had had a definite 
pyuria. Dysuria and pain on defecation had developed 
in the previous 2 months. All efforts to train him in 
urinary control had failed. Four days before admission 
a distended bladder was first noted. Catheterization, 
however, produced only a small amount of urine and was 
followed by constant dribbling. 

Physical examination showed a pale, cachectic, listless 
boy who was constantly dribbling urine from the urethra. 
There was a severe diaper rash about the genitals, but- 
tocks and thighs. The bladder was distended and was 
palpable above the umbilicus. On catheterization only 
about 20 cc. of urine was obtained, which was grossly in- 
fected. The nonprotein nitrogen was 24 mg. per cent. 

A cystogram (Fig. 4) showed a greatly enlarged bladder 
with an irregular filling defect. At operation a large tu- 
mor was found; no metastases could be demonstrated. A Figure 5. Photograph of Rhabdomyosarcoma of the Blad- 
total cystectomy was done, the ureters being transplanted der Removed in Case 3. 
to the anterior abdominal wall, and later to the recto- 
sigmoid. The boy lived for 1 year and then died of gen- Case 4. Lipoma of the spinal canal. 
eralized metastases despite radium and x-ray therapy. K. O., a girl, first entered the hospital at the age of 
Figure 5 shows the surgical specimen. 2% in January, 1932. There had been incontinence of 
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urine and difficulty in walking for the previous 4 months; 
development until that time had apparently been nor- 
mal. The difficulty in walking came on gradually and 
was confined largely to the left leg. The onset of urinary 
incontinence was rather sudden, and occurred after the 
child had apparently acquired bladder control. 

Physical examination showed a well-developed but thin 
girl. She walked™ with slight abduction of the left leg 
and had a moderate equinovarus. The muscles of the 
lower abdomen were relaxed, as was the anal sphincter. 
Both motor and sensory changes were found over the dis- 
tribution of the first, second and third sacral segments on 
the left. There was definite weakness of the anterior 
tibial and peroneal muscles on the left. The spinal fluid 
at lumbar puncture was normal. A diagnosis of tumor of 
the spinal cord was made and operation was advised, but 
the parents refused it. 

Four years later, in 1936, the girl re-entered the hospi- 
tal. The neurological findings had changed but little. She 
still was having incontinence of urine, which had be- 
come badly infected. The nonprotein nitrogen was 30 mg. 
per cent. On account of dribbling the patient was unable 
to attend school. 

A cystogram showed a distended and atonic bladder 
which was regular in outline (Fig. 6). Figure 7 shows a 
lateral view of the spine, with pressure defects in the 
bodies of the lower lumbar vertebrae. 

At operation a large, soft, yellow intraspinal and extra- 
dural lipoma was removed. 


Comment. This patient was suspected of hav- 
ing a cord lesion at the age of two and a half. 
Four years later the tumor was removed. It proved 
to be a benign lesion. Postponement of the opera- 
tion undoubtedly made the prognosis poor as re- 
gards bladder function, and there has been little if 
any improvement in bladder control in the six 
months since operation. As has been recently 
pointed out by Ingraham,* a cord lesion should 
always be ruled out in cases of urinary inconti- 
nence, even in infants and small children. 

Case 5. Vesicovaginal fistulas. 

L. D., an 8-year-old girl, entered the hospital in April, 
1933. She had had urinary incontinence for 4 years. 
The incontinence developed after she had had a period 
of normal bladder control. At 6 years of age a hairpin 
was removed from the bladder; this had apparently been 
inserted at the age of 3, and dribbling was the result of 
its producing an erosion through the bladder into the 
vagina; the dribbling had been treated for over 2 years 
by various forms of habit training before the foreign body 
was discovered. 

Physical examination revealed two fistulas, one from the 
urethra to the vagina, just external to the bladder sphinc- 
ter, the other internal to the sphincter and also communi- 
cating with the vagina. After several attempts the fistulas 
were finally closed and the patient has since been well. 


Comment. In retrospect it would seem that the 
incontinence which developed after a period of nor- 
mal bladder control should have received earlier 
investigation. So far as one can learn, the foreign 
body that was the cause of the loss of urinary 


*Ingraham, F. D., Intraspinal tumors in infancy and childhood. Am. J. 
Surg. 39:342-376, 1938. 
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control in this case, was not removed until over 
two years after the symptoms had begun. 


Case 6. Ectopic ureter. 


M. B., a 9-year-old girl, entered the hospital in Jan- 
uary, 1926. She had been operated on shortly after birth 
at another hospital for imperforate anus. She had had a 
good deal of difficulty during infancy and early childhood 
because of a resulting rectal stricture. This was undoubt- 
edly the reason for her early inability to control her 
feces. Associated with this, although not marked, was 
incontinence of urine. As this child was under observa- 
tion in our own outpatient department for a number of 
years, we can say without reservation that even though she 


Figure 6. Case 4. Cystogram Showing Distended and 
Atonic Bladder. 


did not report regularly it was inexcusable for us not to 
have recognized the cause of urinary incontinence earlier. 
It is true that the patient’s mentality was below normal, 
and that she had definite difficulty with her rectal 
sphincter. 


Cystoscopic examination failed to reveal any normal 
ureteral openings into the bladder. Further search showed 
that there was only one ureter, which entered in the re- 
gion of the bladder sphincter. Intravenous as well as 
retrograde pyelograms showed that there was a double kid- 
ney with a double pelvis on the left and a single ureter. 
A certain amount of urine flowed into the bladder (Fig. 
8). Because the patient during the day had been able to 
control her urine to a certain degree, she had been re- 
garded as presenting a “behavior problem.” 

At operation the ureteral opening was transplanted to 
within the bladder. There has been normal urinary con- 
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trol during the day. However, there remains a fairly 
severe infection of the kidney, which is under treat- 
ment. There is still occasional wetting at night. It is 
probable that this is the result of the moderate degree 
of the mental deficiency that we at first thought was en- 
tirely responsible for the incontinence. 


Comment. Obviously this patient could never 
have gained normal urinary control with an ectopic 


Figure 7. Case 4. Lateral View of Lumbosacral Spine. 

There are pressure defects in the bodies of the lower 

lumbar vertebrae caused by pressure of the intraspinal 
tumor. 


ureter, yet the condition went unrecognized by us 
for a long time. We were misled by the mod- 
erate degree of fecal incontinence, which was de- 
pendent on another birth anomaly, an imperforate 
anus. This, plus the fact that the patient was by no 
means mentally normal and had very poor home 
surroundings, misled us as to the true condition. 
The case emphasizes the need for careful and com- 
plete study of all cases of urinary incontinence 
regardless of the patient’s apparent or supposed 
mental condition. 
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SUMMARY 


There are a variety of anatomical or develop- 
mental defects that result in urinary inconti- 
nence. All such cases should receive careful neuro- 
logical and urological studies before psychiatric 
therapy in its various forms is undertaken. 

It is of particular importance that the incon- 
tinence of urine caused by an overdistended blad- 
der be recognized and treated early, since otherwise 
severe kidney damage will result. These cases 
are particularly dangerous in that dribbling may 


Figure 8. Case 6. Pyelogram Showing Double Kidney 
on Left. 


The common ureter empties just at the bladder 
sphincter. Note the small amount of reflux urine in 
the bladder from the ectopic ureter. 


be regarded during the first year or two of life 
as simply due to lack of training. 


The cystogram is of particular value in cases 
of posterior urethral obstruction. This type of 
anomaly is the most easily overlooked and the most 
dangerous as regards resultant kidney damage. 
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At the time the cystogram is made, careful note 
should be taken of the residual urine remaining 
in the bladder before the opaque solution is in- 
jected. After injection, the characteristic picture 
of a distended posterior urethra can be better 
demonstrated, especially in early cases, if the 
catheter is withdrawn completely before the roent- 
genogram is taken. When posterior urethral valves 
are present, there is usually no difficulty in pass- 
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ing an instrument or catheter into the bladder; 
the valves, however, do obstruct the outflow of 
urine. It is important to appreciate that the ab- 
sence of obstruction to catheterization may be mis- 
leading. 

Six cases from the Children’s Hospital are pre- 
sented, to illustrate some of the forms of disease 
or anomaly that result in urinary incontinence 


during infancy and childhood. 


SEASONAL ASPECTS OF ASTHMA AND HAY FEVER 
IN NEW ENGLAND* 


With Special Reference to Sensitivity to Mold Spores 
Henry N. Pratt, M.D.t+ 


BOSTON 


1; IS a common mistake among physicians who 
do not deal with the atopic diseases as a spe- 
cialty to overlook the seasonal aspects of asthma 
and vasomotor rhinitis. The uncomplicated case 
of ragweed hay fever or asthma is usually rec- 
ognized. However, in many cases where symp- 
toms occur throughout the year the season of their 
exacerbation is often overlooked. 

The purpose of this paper is to review the sea- 
sons of pollen and mold contamination of the 
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Figure 1. Counts of Grass Pollens in Manchester, England 
1866). 


air in New England with special reference to the 
new knowledge of sensitivity to mold spores. A 
few hints as to methods of eliciting a history so 


*Presented at the Providence (Rhode Island) Medical Society, June 6, 
1938. From the Department of Pediatrics, Harvard Medical School, and 
the Infants’ ana Children’s hospitals, Boston. Assisted by a grant from 
the Leal Fund for the Study of Asthma. 

*Assistant in pediatrics, Harvard Medical School; 


assistant physician, 
Children’s Hospital. 


that the seasonal aspects may become evident 
will also be given. 

The first systematic pollen study ever made in 
any country was conducted by Blackley’ in Man- 
chester, England, in 1866. He himself was a suf- 
ferer from hay fever, and he demonstrated with- 
out doubt that his symptoms corresponded ex- 
actly with the contamination of the air with 
grass pollen. His method of counting the pollen 
granules in the air was essentially identical with 
the method used today. A glass slide which had 
been lightly greased on one surface was exposed 
under a shelter for twenty-four hours. The gran- 
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Figure 2. Pollen Counts in Boston (1930). 


ules were then counted and classified for each day 
throughout the pollinating season. In Figure 1 
are charted his counts of grass pollen, which was 
far the most prevalent. Blackley noticed that his 
hay fever was much worse on the days when the 
pollen counts were the greatest. Incidentally, he 
was also the first to demonstrate the immediate 
skin test to the offending pollens. 
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The only published pollen surveys for New 
England are those made by Rackemann and 
Smith” in 1930; their figures have been used for 
Figure 2. Unfortunately no counts were made at 
a time when most of the trees are in blossom. 
Generally speaking, tree pollen is in the air from 
the first warm days in April until the middle of 
May. However, only on occasional days is the 
air sufficiently laden with pollen to produce symp- 
toms. The tree season is usually short and rela- 
tively unimportant. Following this the grasses 
pollinate from late May to late July, as shown in 
Figure 2. There is then, literally speaking, a 
breathing space before the ragweed pollen begins 
to fly. The graph shows clearly the beginning of 
pollination at approximately August 15, with the 
height of the season during the first week in 
September. Pollen disappears abruptly from the 
air with the first heavy frost. These three sources 
of pollen — trees, grasses and ragweed —are al- 
most universally responsible for pollen sensitivity 
in New England. 


There is considerable misunderstanding by the 
public as to the type of plants causing hay fever. 
Thommen* has postulated five requirements for 
a pollen in order that it may produce symptoms. 
First, it must be wind-borne; secondly, it must be 
sufficiently buoyant so that the wind may carry it 
for considerable distances; thirdly, the pollen 
must be produced in great abundance; fourthly, 
the distribution of the plant producing the pollen 
must be widespread; and fifthly. it must contain 
a specific excitant of hay fever. From the prac- 
tical point of view, tree, grass and ragweed pol- 
lens fulfill these criteria and are responsible for 
over 95 per cent of the cases of pollen sensitiza- 
tion. The pollens from flowering shrubs and 
garden plants seldom cause symptoms; such pol- 
lens are purposely heavy and sticky so that they 
adhere to the bodies of insects that fly from flower 
to flower and thus aid in fertilization. So-called 
“rose colds” are due to grass pollen. Goldenrod 
pollen is responsible in only extremely rare cases; 
it so happens that goldenrod and ragweed _pol- 
linate at the same time, and most of the cases 
attributed to the former are due to the latter. 

Many patients have symptoms during only a 
portion of the grass season. This is usually due 
to the fact that they are more highly sensitive to 
one of the grasses than to the others. There are 
five principal grasses in New England: orchard 
grass, June grass, timothy grass, red top and sweet 
vernal grass. In most cases a patient reacting to 
one of these grasses will also react to the others. 
From the immunological point of view, treatment 
can usually be carried out with an extract of any 
one of the five. However, in a small percentage of 
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cases an unusually high degree of specific sensi- 
tivity necessitates selecticn in order to procure a 
good therapeutic result. 


With a full appreciation of these pollen  sea- 
sons it has become increasingly apparent that not 
all patients suffering from seasonal symptoms of 
asthma or hay fever fall into any one or all of 
the pollen groups. Some patients begin to have 
trouble in April or May and suffer without 
relief until long after the first frost; they are usu- 
ally worse in the very middle of the summer be- 
tween the grass and ragweed seasons. Until the 
last year or two the cause of this has been over- 
looked. More recently, however, it has become 
apparent that many of these patients are sensi- 
tive to air-borne mold spores. During the last 
year and a half a study has been conducted at the 
Infants’ and Children’s hospitals in Boston in 
order to determine the importance of molds as 
excitants of respiratory symptoms in atopic in- 
dividuals. 

It is unnecessary to discuss the classification of 
molds in the plant kingdom. The common bread 
mold is recognized by all. It is this group of plant- 
like structures that is referred to here. Molds 
grow profusely on most organic matter in the 
presence of warmth and moisture. As_ they 
mature, resistant spores are produced in profu- 
sion. These are easily shaken or blown loose 
from the mycelial threads and in this manner 
may be freed in the air, where they are carried 
by the wind just as is pollen. 


A clear distinction must be made between molds 
acting as infecting agents and those acting as 
atopic sensitizers. In the first instance the mold 
may behave like a bacterium of low virulence and 
produce infections of the lungs, body cavities 
or particularly the skin. The classic example is 
epidermophytosis of the feet. In the second in- 
stance the molds are entirely non-pathogenic and 
act not as infectious agents but as sensitizers, after 
the manner of pollen and other air-borne aller- 
gens. When a mold acts as an infecting agent, 
an intracutaneous test with its extract will pro- 
duce a delayed, twenty-four hour, tuberculin 
type of reaction.” As a sensitizer the mold extract 
will produce the immediate wheal-and-flare re- 
action which characterizes the hay fever-asthma 
group of atopic patients. 

Storm van Leeuwen,’ in Holland, first empha- 
sized the importance of molds as excitants in 
asthma and hay fever, but no systematic studies 
of molds from the allergic point of view were 
undertaken until 1936, when Feinberg? first began 
making daily cultures of the air in Chicago so 
as to determine the prevalence of the various 
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genera. He found that certain molds had a defi- 
nite seasonal incidence. The results of our stud- 
ies in Boston are almost identical with those of 
Feinberg. 

Starting on February 1, 1937, Petri dishes con- 
taining Sabouraud’s medium were exposed for a 
half hour each day to the outside air. Since 
molds grow readily on this medium and most bac- 
teria do not flourish on it, this is an ideal method 
for identifying the various molds in the air. After 
the plates were exposed they were incubated at 
room temperature for a few days and the colonies 
were identified and recorded (Fig. 3). Since the 
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Figure 3. Mold Counts in Boston (1937-1938). 


Total mold colonies by weeks, appearing on Petri dishes 
exposed to the outdoor air for half an hour daily, are shown 


by a solid line. The dotted line represents the severity 
of symptoms in patients giving large skin tests to molds. 


plates were exposed for only half an hour each 
day it is not surprising that the fluctuation in the 
number of molds from day to day was very great. 
However, if the number of molds appearing on 
the plates during the course of a whole week are 
added together and charted, a curve is produced 
which approximates the contamination of the air 
by molds over the course of months. It will be 
observed that molds are present throughout the 
year. They gradually increase in quantity dur- 
ing the spring months, rising to a high peak in 
July and August, with a gradual diminution dutr- 
ing the late fall. The molds most commonly 
appearing on the plates belonged to the following 
genera: Alternaria, Hormodendrum, Aspergil- 
lus, Penicillium and Chaetomium. Other colo- 
nies failed to produce spores and so could not be 
identified. The molds responsible for the marked 
seasonal increase were principally the genera Al- 
ternaria and Hormodendrum and the non-spore 
bearers. Figure 4 shows the seasonal incidence 
of Alternaria and Hormodendrum. It will be 
observed that the molds belonging to these two 
genera follow almost identically the curve for all 
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molds. Aspergillus, Penicillium, and Chaetomium 
appear in approximately the same quantities. 
throughout the year. 

Extracts were made from cultures of these vari- 
ous molds for intracutaneous testing. The method 
of extraction was simple. After identification and 
isolation, the molds were inoculated individually 
into 250-cc. flasks containing about 50 cc. of 
liquid Sabouraud’s medium and were permitted 
to grow at room temperature for about a month.. 
The entire mat was then ground up in the 
medium itself and left overnight in the icebox. 
This material was then filtered through paper, 
followed by Seitz filtration. Sufficient phenol was 
added to make the extract contain 0.4 per cent. 
The use of Sabouraud’s medium as the extract- 
ing fluid was found satisfactory since it contains 
no protein and control tests with it failed to pro- 
duce skin reactions. Sterile precautions were 
used throughout. The undiluted extracts were 
used for testing. 

Table 1 shows the results of intracutaneous tests. 
with these molds in 177 atopic children ranging 


Figure 4. Hormodendrum and Alternaria Counts in 
Boston (1937-1938). 


Hormodendrum colonies are shown by a solid line and 
Alternaria colonies by a broken line. 


in age from one to twelve, and suffering from 
asthma or hay fever or both. It will be observed 
that of the four common molds with which the 
children were tested, Alternaria produced by far 
the greatest number of large and convincing skin 
tests. Twenty-five per cent of the children 
showed a +-+-+ or +-++-+ reaction. The As- 
pergillus, Hormodendrum and Penicillium extracts 
showed marked reactions in only 4, 6 and 2 per 
cent of the cases, respectively. 

The next step in the investigation was to de- 
termine whether these skin reactions had immuno- 
logical significance. This was done by the pas- 
sive-transfer method of Prausnitz and Kiistner.* 
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Blood was taken from children giving moderately 
good reactions to various molds; the serums were 
drawn off and then injected in 0.1-cc. amounts in- 
tracutaneously in the forearms of nonatopic in- 
dividuals. Twenty-four to forty-eight hours later 
these sites, together with control sites on the op- 
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common contaminant of the outdoor air and has 
a definite seasonal incidence, explains fairly sat- 
isfactorily its clinical importance. 

During 1937, 34 patients suffering from  sea- 
sonal symptoms of asthma and hay fever were 
treated with various mold extracts, mostly Alter- 


Table 1. Results of Intracutaneous Tests on 177 Unselected Children Suffering from Respiratory Allergy. 


Source oF ANTIGEN 


PERCENTAGE 
HOWING 
REACTIONS +++ oR 
++ 
+++ ++++ Reactions 
18 24 16 23 21 25 
22 15 10 6 0 4 
28 14 10 8 3 6 
21 14 6 4 0 2 


no reaction. 


posite forearm, were tested with the various mold 
extracts. If a wheal and flare was produced at 
the prepared site with no reaction at the control 
site, the test was interpreted as positive. Table 2 


‘Table 2. Passive Transfer Tests with Serums from Patients 
Giving ++ or Greater Reactions to Mold Extracts. 


GENUS Tora. RESULTS PERCENTAGE 
Positive 

NEGA- WEAKLY STRONGLY 

TIVE POSITIVE POSITIVE 
Alternaria 26 F 4 20 92 
Aspergillus 8 6 2 0 25 
Hormodendrum 10 5 1 4 50 
Penicillium 6 3 2 1 50 


shows the results of such experiments. It will 
be observed that in 26 patients giving moderate 
to marked reactions to Alternaria, 24, or 92 per 
cent, had unquestioned antibody or reagin to this 
mold in their serums. Serums from children giv- 
ing positive tests to Aspergillus, Hormodendrum 
and Penicillium, however, gave positive passive 
transfers in only 25, 50 and 50 per cent of cases, 
respectively. 

This study clearly points to the importance of 
molds belonging to the genus Alternaria as exci- 
tants of hay fever and asthma, whereas the other 
molds seem to be of less clinical significance. This 
is partly explained by the fact that the Alternaria 
spore is very much larger than the spores of most 
of the other common air-borne molds. In fact, its 
size actually approaches that of a granule of rag- 
weed pollen. In order that an equal amount of 
protein material might be absorbed by the nasal 
mucous membrane, approximately one hundred 
spores of Hormodendrum, Aspergillus or Peni- 
cillium would have to come in contact with the 
mucous membrane for every one spore of Alter- 
naria. This, plus the fact that Alternaria is a very 


questionable reaction. 

6-mm. wheal and 20-mm. area of erythema. 
10-mm. wheal and 25-mm. area of erythema. 
15-mm. wheal and 35-mm. area of erythema. 
20-mm. wheal and 45-mm. area of erythema. 


naria, by exactly the same technic as that used 
in pollen therapy. The general principle followed 
was to start in January with small doses of a 
diluted extract given subcutaneously, gradually 
increasing the dose in accordance with the pa- 
tient’s tolerance, as evidenced by the local reac- 
tion at the site of the previous injection. Treat- 
ments were given at weekly intervals. Table 3 
shows the results. It will be observed that 23 pa- 
tients had co-existing pollen sensitivity and were 
treated with pollen extracts as well as those of 
molds. Many of them had been treated in pre- 


Table 3. Results of Specific Therapy. 


Patients treated with Alternaria extract or extracts of other 
molds or both 


Good = almost complete relief; one or two days of symptoms. 

Fair = very much improved over preceding year but still having mild 
symptoms. 

Poor = little or no benefit over preceding year. 


vious years with pollen extracts alone with poor, 
or at best only fair, results. In most cases where 
the mold was included in the treatment the re- 
sults were strikingly improved. Eleven patients 
were treated with mold extracts only. In these 
children pollen sensitization could not be dem- 
onstrated. It will be noted that 9 had very sat- 
isfactory relief, whereas 2 were failures. Rela- 
tively speaking, this is the approximate percent- 


|| 
+= 
++ = 
+++ = 
++4++ = 
Patients treated with pollen and Alternaria extract........... 23 
Patients treated with Alternaria extract alone............... 7 
0 
Poor 0 
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age of improvement expected in clear-cut cases of 
pollen sensitization. 

With the varying seasons during which dif- 
ferent pollens and molds are prevalent in the air, 
it becomes obvious that extremely careful history- 
taking is essential. This is particularly true of 
persons sensitive to molds, who may have symp- 
toms throughout the year, with exacerbations in 
the warmer months. Furthermore, many of these 
patients are found to be skin-sensitive to other sub- 
stances, such as house dust and feathers. Under 
such circumstances the dates, severity and fre- 
quency of attacks of asthma or vasomotor rhinitis 
must be carefully elicited. A very common mis- 
take is to take the word of a patient that he 


has asthma in the winter. In many cases it will 


be found that actually the asthma starts as soon 
as the child returns to school right after Labor 
Day and lasts perhaps through October or No- 
vember; he may be entirely well during the win- 
ter months. In such cases the primary sensitiza- 
tion is obviously to ragweed, but molds may play 
a part. By and large, the memory of patients can 
be jogged fairly satisfactorily by associating their 
difficulties with specific holidays. For example, 
an attack of asthma on Patriot’s Day may well be 
due to tree pollen. Respiratory symptoms on 
Memorial Day or the Fourth of July are probably 
due to grass pollen, while Labor Day occurs at 
the exact height of the ragweed season. A patient 
suffering from ragweed pollen alone should get 
well by Columbus Day. Difficulty on Thanksgiv- 
ing or Christmas cannot be due to pollen. How- 
ever, the mold spores may continue to produce 
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difficulty at such late dates in the fall or winter. 
It has been found extremely helpful in eliciting a 
history of mold-spore sensitization to ask whether 
the patient is entirely well during January and 
February when the snow is on the ground. If 
the answer is “Yes,” sensitization to foods and 
house dusts can be quite satisfactorily ruled out 
as a cause of difficulty. 


SUMMARY 


The seasons during which the pollens exciting 
hay fever are in the air in New England are 
reviewed. The importance of mold spores, par- 
ticularly those of Alternaria, acting as seasonal 
atopic sensitizers as distinct from fungus or mold 
infections, is emphasized. Alternaria spores are 
present in the air in small quantities throughout 
the year, but are particularly prevalent in the 
warm months. The respiratory mucous mem- 
brane becomes sensitive to them in exactly the same 
manner as it does to pollens. The spores are strong 
excitants of skin reactivity and reagins. Treatment 
with graded doses of Alternaria extract is as ef- 
fective in specifically sensitive individuals as is 
pollen-extract therapy in pollen-sensitive patients. 
319 Longwood Avenue. 
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OBSERVATIONS ON SULFANILAMIDE THERAPY IN PNEUMONIA 
AND MENINGITIS DUE TO TYPE 3 PNEUMOCOCCI 


Josepu F. Sapusx, Jr., M.D.* 


NEW HAVEN 


ERTAIN studies have been recorded on the use 

of sulfanilamide in experimental pneumococcal 
infections in mice,’ rats*:'°-'* and rabbits." 
In most cases beneficial results were obtained, 
depending usually on the magnitude of the infect- 
ing dose and on how long after the initial infec- 
tion therapy was instituted. Even in those treated 
animals which failed to survive, certain interesting 
data were found; namely, the length of time of 
survival was increased, bacteremia was absent or 
lessened and the localized lesion was more benign 
than in the untreated controls. It is important 
to note, however, that the doses of sulfanilamide 
used in these animals were extremely large in com- 
parison with the clinical dosage used in man. 
Calculations on a weight basis show that the doses 
were equivalent to from 600 to 2000 gr. per day for 
an adult person weighing 130 pounds. 

Rosenthal’® has shown that sulfanilamide may 
be bacteriostatic and even bactericidal for certain 
strains of Types 1, 2 and 3 pneumococci in vitro, 
depending on the dilution of the drug. 

Reports of clinical observations on the use of 
sulfanilamide or its related compounds in cases of 
pneumococcal pneumonia and meningitis have been 
few. Three case reports of pneumococcal men- 
ingitis have been published,’*"* the pneumococcus 
being one of the higher types in the first, unclassi- 
fied in the second and a Type 3 in the third. The 
last case ended in a fatality, the other two in 
recovery without apparent sequelae. 

Heintzelman, Hadley and Mellon’? have re- 
ported 9 cases of Type 3 pneumococcus pneumonia 
which they treated with sulfanilamide, obtaining 
a mortality rate of 22 per cent, as contrasted with 
80 per cent in a series of 10 control cases. It is 
important to note, however, that age, complications 
and time of hospital admission were more favor- 
able to recovery in the treated group of cases. 

The use of sulfanilamide in a single case of 
Type 3 pneumococcus pneumonia is reported by 
Millett." Louis** has recently published a series ot 
6 cases of pneumonia due to pneumococci of Types 
1, 2, 3 or 8 which he treated with sulfanilamide 
with no fatalities. 

More recently Whitby** has reported even more 
encouraging results in experimental studies in mice, 


*Formerly assistant in medicine, Yale University School of Medicine; 
assistant resident physician, New Haven Hospital. 
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using 2-(p-aminobenzenesulfonamido) pyridine.t 
In view of the interesting experimental results 
obtained by investigators, the relatively few clinical 
reports and the seriousness of Type 3 pneumo- 
coccus infections, it seems worth while to record 
our results in treating cases of pneumonia and 
meningitis due to this organism with sulfanilamide. 


Tyre 3 PxNeuntococcus MENINGITIS 


CASE REPORTS 


Case 1 (L.H.—A 76669). The patient, a 46-year-old 
male clerk, entered the hospital on November 1, 1937, 
with a history of paresthesia and weakness of 4 months’ 
duration and of definite exposure to lead. 

Physical examination revealed a far-advanced, multiple 
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Figure 1. Type 3 Pneumococcus Meningitis (Case 1). 
neuritis, hypertensive cardiovascular disease. and chronic 
vascular nephritis. There were many stippled red cells 
in the blood smear and an increased urinary excretion 
of lead was found, confirming the impression of lead 
poisoning. 

Following the institution of proper therapy, the patient 
progressed satistactorily until the morning of December 
24, when he complained of a right earache. Later 
that afternoon the eardrum ruptured, and a smear and 
culture of the serosanguineous discharge revealed the pres- 
ence of numerous Type 3 pneumococci. The following 
day he developed severe headache and drowsiness, and on 
the morning of December 26 typical neurological findings 

tSince the preparation of this manuscript, two additional papers on 
sulfanilamide therapy in pneumococcal meningitis have appeared. Finland, 
Brown and Rauh™ report 10 cases which they treated with sulfanilamide 
alone or in various combinations with specific antipneumococcus serum and 
complement. Six of the patients recovered. They believe that sulfanilamide 
when used alone in the treatment of pneumococcal meningitis is not suf- 
ficient to control or prevent bacteremia but that specific serum given intra- 
venously, especially in conjunction with sulfanilamide therapy, will effec- 
tively control massive invasions of the blood stream. 

Allan, Mayer and Williams*® have treated 3 cases of pneumococcal menin- 


gitis (Types 14, 20 and 29) with sulfanilamide, obtaining recovery in all. 
acteremia was not observed in any case. 
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of meningitis were present. Lumbar puncture was done 
with the removal of thick, cloudy spinal fluid under a 
pressure of 410 mm. of water and containing 8000 leuko- 
cytes per cubic centimeter, 90 per cent of which were 
polymorphonuclears. There were present numerous gram- 
positive diplococci, which subsequently yielded the cul- 
tural characteristics and positive Neufeld capsular swell- 
ing of the Type 3 pneumococcus. 

The temperature and the essential laboratory findings 
are outlined in Figure 1. Therapy consisting of sul- 
fanilamide given orally (until coma) and subcutancously, 
and supplemented by intrathecal injections of 1 per cent 
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serum taken from the patient on December 29 yielded no 
protective antibodies against the pneumococcus. 


Case 2 (F.T.—A 78097). The patient, a 19-year-old 
white girl, was admitted to the hospital with a history of 
a draining ear for 8 days, headache for 5 days and de- 
lirium for 1 day. 

Physical examination revealed a wildly delirious, obese 
girl with marked dehydration, a rigid neck, bilaterally 
positive Kernig signs and a thin, bloody discharge from the 
left ear. The temperature was 104.8° F., pulse 112, respira- 
tions 32 and blood pressure 170/80. Lumbar puncture 
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Figure 2. Type 3 Pneumococcus Pneumonias. 
The vertical columns represent the day of the disease, the joined points the maximum daily temperature, the 
cross-hatched blocks the daily dose of sulfanilamide in grains, and the figures at the bottom the sulfanilamide 


content of the blood, expressed in milligrams per cent. 


sulfanilamide after drainage of spinal fluid was begun on 
December 26. The patient fell into coma the next day, and 
later that day developed a spinal block, making it neces- 
sary to do cisternal punctures for therapy. On Decem- 
ber 29 he developed a partial anuria, the blood nonprotein 
nitrogen rose to 106 mg. per cent and he passed a large 
tarry stool which yielded positive tests for occult blood. 
There was no sharp drop in the hemoglobin concentra- 
tion of the blood. On the same day the cerebrospinal 
fluid, which had become free of organisms both by smear 
and by culture, suddenly became loaded with gram- 
positive diplococci, which did not, however, grow out on 
culture, thus suggesting that a loculated abscess had rup- 
tured. The patient continued in a moribund state and 
died early on December 30. Permission for postmortem 
examination could not be obtained. 

The pneumococcus isolated from the spinal fluid of 
December 27 killed mice within 48 hours when 0.5 cc. 
of a 10-® dilution was injected intraperitoneally. Blood 


revealed a thick, yeliowish fluid under a pressure of over 
500 mm. of water. The spinal fluid contained 16,700 leu- 
kocytes, 98 per cent of which were polymorphonuclears, 
and in a direct smear there were present numerous gram- 
positive diplococci which by Neufeld typing and cul- 
ture proved to be Type 3 pneumococci. Culture of the 
ear discharge was also positive for Type 3 pneumococci. 
The blood culture taken on admission contained 8 colonies 
of Type 3 pneumococci per cubic centimeter of blood. 
Following drainage of the spinal fluid, 1 gr. of sul- 
fanilamide in 1 per cent solution was instilled intrathecal- 
ly and 90 gr. was given subcutaneously. Eight hours 
later the temperature was 103.2°F. and the blood sul- 
fanilamide was 9.0 mg. per cent; the patient had developed 
a bilateral internal strabismus, and several groups of 
petechiae were seen over the upper body. Her condition 
remained critical and it was thought advisable to investi- 
gate the ear infection thoroughly. Mastoidectomy was done, 
but no evidence of a mastoiditis was found, there being 
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apparent only an acute otitis media. The sinuses were 
examined, and an acute sphenoiditis was found. Drain- 
age was instituted. The patient remained moribund 
and died 14 hours after admission. 

Postmortem examination revealed an acute purulent 
meningitis, an acute sphenoiditis and an acute otitis media 
and interna with extension along the 8th nerve and into 
the endolymphatic sac (left). The postmortem blood cul- 
ture was sterile, but Type 3 pneumococci were cultured 
from the spinal fluid obtained by postmortem cisternal 
puncture. The sulfanilamide concentration of the spinal 
fluid was 7.4 mg. per cent. 


Though both these cases resulted in fatalities, 
certain interesting bacteriological facts stand out. 
In both, the blood stream was sterilized of Type 3 
pneumococci, the degree of initial infection being 
over 1000 colonies per cubic centimeter in Case 1 
and 8 colonies per cubic centimeter in Case 2. In 
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In all cases sulfanilamide was given orally in 
divided doses every four to six hours throughout 
the day, following an initial dose of 35 to 80 
gt. With each dose of the drug, 10 gr. of sodium 
bicarbonate was usually administered in order to 
prevent acidosis. The temperatures recorded are 
the highest rectal temperatures for each twelve- 
hour period. Blood cultures on admission and 
frequently thereafter (daily in some cases) were 
taken in all cases, but all remained sterile. 

Leukocytosis was present on admission in all 
cases except Case 4. In Case 6 myringotomy for 
otitis media was done on the day after admission. 
Type 3 pneumococci were cultured from the ear. 
The profuse drainage had almost stopped four days 
later and was completely absent eight days later. 


Table 1. Type 3 Pneumococcus Pneumonias. 


COMPLICATIONS ON ADMISSION 


COMPLICATIONS FOLLOWING 


CASE NO. SEX AGE TYPE OF LOBES BLOOD CULTURE RESULT 
PNEUMONIA BEGINNING OF THERAPY 
1 Male 68 Lobar g. L. L. Sterile Hypertension, arteriosclerosis, cardi- Spread to R. M. L. (?) on 4th day Recovered 
R. U. L. ac enlargement of sulfanilamide therapy 
2 Male 53 Lobar L. L. L. Sterile None None Recovered 
3 Male 73 ~—Lobar L. L. L. Sterile None Recurrence of an old phlebitis Recovered 
4 Female 66  Lobar R. U. L. Sterile | Pernicious anemia, fibroid tuberculo- ‘‘Drug fever,’’ 9th day Recovered 
sis, rheumatic heart disease 
5 Female 72 ~~ Lobar R. U. L. Sterile Arteriosclerosis, hematuria Spread to L. L. L. (?) on 3rd day Recovered 
of sulfanilamide therapy 
6 Male 18 Lobular R.L.L. Sterile Acute otitis media due to Type 3 None Recovered 
pneumococcus 
7 Male 70  ~=Lobular a. Sterile Laryngitis, catarrhal otitis media None Recovered 
L. L. L. 
8 Female 57  Lobular R. L. L. Sterile None None Recovered 
9 Male 60 R. U. L. Sterile | None None Recovered 


addition, in Case 1 the spinal fluid was rapidly 
sterilized, and though organisms appeared later 
on smear no growth occurred on the usual culture 
media. This suggested that a loculated abscess 
had ruptured, with the release of dead organisms. 

The virulence of the pneumococci in Case 1 was 
demonstrated, along with data showing that the 
blood was not sterilized by the production of anti- 
bodies. 

These facts demonstrating the bacteriostatic ef- 
ficacy of sulfanilamide certainly suggest that its 
use in the treatment of pneumococcal meningitis 
should be extended, and that a neurosurgical ap- 
proach with view to obtaining better drainage of 
the cerebrospinal system should be considered in 
the individual case. 


Tyre 3 PNEumMococcus PNEUMONIA 


Nine consecutive cases of pneumonia due to 
Type 3 pneumococci are reported, 5 of which were 
lobar and 4 of which were lobular. The essential 
details are given in Figure 2 and Table 1. 


The secondary rise of fever in Case 4 was due to 
“drug fever”** and was accompanied by a mild skin 
eruption. It subsided rapidly after withdrawal of 
the sulfanilamide. In Cases 1, 3 and 5 bile was 
present in the urine during the early part of the 
disease. 

In Case 9 sulfanilamide was stopped because 
the drug had no apparent beneficial effect. A fall 
in temperature by lysis began on the tenth hospi- 
tal day. 

This series of 9 cases is, of course, entirely too 
small for the study of any therapeutic agent in 
Type 3 pneumococcus pneumonia, and no claim 
as to the efficacy.of sulfanilamide in the treat- 
ment of this disease is advanced or intended. 

That there were no deaths in the group in spite 
of the fact that all but 1 of the patients were over 
fifty might seem encouraging, but is probably only 
a matter of chance, particularly in view of the 
fact that none of the cases happened to be bac- 
teremic when treatment was started. In none 
is there evidence that the acute stage of the dis- 
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ease was abruptly terminated by treatment with 
sulfanilamide. In 2 cases (Cases 1 and 5) there 
were questionable signs of a spread to other lobes, 
but this never progressed to full and definite in- 
volvement of the newly affected lobe. In 1 case 
(Case 9) there were definite indications that 
sulfanilamide was of no avail and the drug was 
stopped after the third day of therapy. 


SUMMARY 


Two fatal cases of Type 3 pneumococcus men- 
ingitis treated with sulfanilamide are described. 
Both had positive blood cultures which became 
sterile following the institution of therapy. In 
1 case the spinal fluid was also sterilized. 


Cases of Type 3 pneumococcus pneumonia in 9 
patients of fifty-three years of age and above, save 
1 who was eighteen, were treated with sulfanil- 
amide. All patients recovered and were discharged 
from the hospital in good condition. 

The further use of sulfanilamide in Type 3 
pneumococcus infections, until more data can be 
obtained for analysis, is suggested. 
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MEDICOLEGAL ASPECTS OF DIABETES MELLITUS 
AND HYPERINSULINISM* 


Warren, M.D.+ 


BOSTON 


[' IS appropriate to call the attention of medical 
examiners to the medicolegal problems of the 
diabetic patient. As those with diabetes aire able 
to live more normal lives and to live longer than 
formerly, they naturally become a more important 
factor in industrial hazards. It is necessary that 
we guard against the use of their disease as a means 
of getting them compensation on the basis of 
sympathetic generosity, because the continued gain- 
ful employment of all patients with diabetes melli- 
tus hinges on a minimizing of the compensation 
risk to the employer. In addition, the most val- 
uable advance in our knowledge of the pathology 
of the disease will come in the future from. acci- 
dent cases, since the average controlled patient does 
well and frequently exceeds his normal expectancy 
of life. Therefore, those of us interested in the 
problems of diabetes must depend in no small de- 
gree on the co-operation of the medical examiners. 

The medicolegal aspects of diabetes may be con- 
sidered under four headings: the etiology of the 
disease in relation to trauma and occupation; the 
special hazards of the diabetic state; the effects 
of insulin, particularly hyperinsulinism; and_ the 
diagnosis of the disease from postmortem material. 

While one’s sympathy may well be aroused by 
the plight of a patient with diabetes who may 
believe that his disease resulted from trauma or 
some occupational hazard, or was aggravated there- 
by, any such claim should be most carefully scru- 
tinized, not only on account of scientific ac- 
curacy, but also for the sake of the hundreds of 
thousands of similar patients who will be hampered 
in obtaining gainful employment should the risk 
and cost of compensation of certain of them prove 
too high. 

ETIOLOGY 

Trauma may be claimed to be an etiologic tac- 
tor, but in the light of our present knowledge, 
it is insignificant save in those extremely rare cases 
where extensive pancreatic damage results in dia- 
betes, such as the case of Wells,’ and that of Grafe 
cited by Joslin.” There is no evidence on which 
claims of diabetes following head injuries may 
be based. 

Rigid control of specimens of blood and urine 


*Presented at the annual meeting of the Massachusetts Medico-Legal 
Society, Boston, June 1, 1938. 

tAssistant professor of pathology, Harvard Medical School; pathologist 
to New Englind Deaconess. New England Baptist and Collis P. Huntington 
hospitals. 


used in establishing the presence or absence of 
diabetes must be maintained. In spite of the evi- 
dence from some animal experiments, human dia- 
betes is still due to deficiency of insulin. It does 
not follow the profound alterations in the brain 
produced by the efforts of the neurosurgeon to 
extirpate a tumor. It does not follow operations 
on the pituitary gland with their attendant trauma. 
That transient glycosuria from glycogenolysis may 
occur following skull fracture has been shown, 
but this is unrelated to diabetes mellitus. Such 
glycosurias as may occur through hypothalamic 
stimulation or Claude Bernard’s “sugar puncture” 
are not truly diabetic, but are probably caused by 
release of sugar from the liver following glvco- 
genolysis. 

Labbé* did not find a single case of diabetes 
resulting from injuries received during the World 
War. He admits one type of traumatic diabetes, 
with paralysis, chorea, hemianopsia or blindness, 
and convulsive crises, which may be either tem- 
porary or permanent. 

For trauma to appear to produce diabetes with 
which it is actually unassociated is not infrequent. 
Such a case was a fatal one of diabetes which de- 
veloped soon after a football injury; autopsy showed 
an atrophy of the pancreas unrelated to trauma 
of any type. 

Occupation is not a significant factor in the causa- 
tion of diabetes. 


SPECIAL HAZARDS 


The chief special hazards are infection, acidosis 
and coma, and arteriosclerosis. 

The patient with diabetes must exercise special 
precautions against infection, taking pains to avoid 
even minor trauma and to protect any injury re- 
ceived, even a blister, from infection. This be- 
ing done, he has little more to fear than has a 
normal person, provided his diabetes is under con- 
trol and his circulation adequate. Infection al- 
ways makes an existing case of diabetes worse, 
and inadequately controlled diabetes is an ideal 
setting for rapid extension of an_ infectious 
process, especially of the pyogenic type. Acido- 
sis and coma need not be a factor if adequate 
dietary control and insulin are utilized as 
needed. However, any dietary indiscretion or 


inadequacy of insulin is dangerous. Infection is 
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of major importance in precipitating coma. Im- 
pending coma impairs judgment and responsibility. 

Arteriosclerosis usually gives ample warning of 
its presence in the arteries of the legs. Cleanli- 
ness and the maintenance of warmth are essential 
to prevent gangrene. When it involves the coro- 
nary arteries, however, an occlusion may be the 
first, and last, indication of its presence. Avoid- 
ance of sudden fluctuations of blood sugar and 
undue exertion are useful protective measures. 

Occupations requiring long and irregular hours 
without opportunity for control of the diet and use 
of insulin should be avoided. 


INSULIN REACTIONS 


Insulin reactions are usually not fatal. No death 
should be ascribed to insulin without an autopsy 
and a blood-sugar determination. Since there are 
positive changes in death due to excess of insulin, 
it is important that such cases be checked by 
careful postmortem study. The changes are most 
marked in the brain, where there is edema, fre- 
quently with extreme capillary injection and 
petechial hemorrhages, and sometimes degenera- 
tion of the ganglion cells. There may be also a 
mild ependymitis. A marked increase in liver 
glycogen has been found. 

Aside from fatal insulin reactions, hypoglycemic 
coma, complete or partial, is of much significance. 
The clinical picture may simulate drunkenness. 
Hyperinsulinism may be precipitated by delay in 
obtaining food, by sudden amelioration of an in- 
fectious process, by mistake or carelessness in dos- 
age or by intent. The hypoglycemic person may 
lose consciousness wholly or in part, although it is 
difficult to estimate at what point he ceases to be 
responsible. 


DIAGNOSIS FROM POSTMORTEM MATERIAL 


A diagnosis of diabetes mellitus can frequently 
be made at the time of postmortem examination. 
It must be remembered that the adequately treated 
patient with diabetes may show no evidence of the 
disease. Postmortem urine-sugar determinations 
may be helpful, as may the presence or absence of 
acetone bodies. A negative finding in the urine 
should not be relied on if the urine is heavily 
contaminated with bacteria, or if marked acidosis 
exists, since tubular damage may have caused a 
renal shutdown. 

The classic lesions in the pancreas should be 
sought for, notably hyalinization of the islands of 
Langerhans in older patients, lymphocytic infiltra- 
tion of the islands in children, fibrosis of the 
islands in young adults and hydropic degeneration 
in acutely developing cases. 

Of great moment to the patient with diabetes 
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is the question how far regenerative activity of 
the pancreas may induce regression. That com- 
pensatory hyperplasia of the islands and regenera- 
tion are not impossible has been shown by scat- 
tered cases. Of great importance are the approxi- 
mate 25 per cent of cases of diabetes which show 
no demonstrable pathologic lesions in the pan- 
creas, the pituitary or the adrenal glands. There 
is urgent need for further investigation in this 
group. 
195 Pilgrim Road. 
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Discussion 


A Puysictan: Since very frequently no pathology can 
be demonstrated in the pancreas of the patient with. dia- 
betes, I wonder if the trouble may not be found in some 
other part of the body. Can Dr. Warren give us any 
guide in this direction? 


Dr. Warren: Animal experiments point in two direc 
tions when we leave the pancreas: the anterior pituitary 


‘and the adrenal cortex. The anterior pituitary gland we 


have attempted to explore but have relied on Dr. Eisen- 
hardt*; she has made serial sections on some 50 of my 
diabetic cases, a large majority of which showed no pan- 
creatic lesions and no changes in the anterior pituitary. In 
the same way the adrenal cortex is a very discouraging 
field for exploration; we have attempted to carry through 
there but have again failed to record any changes. I am 
inclined to think that there may be a failure to transport 
insulin away from the islands of Langerhans in 25 per cent 
of the cases. 


A Puysician: 
juries? 


What about the glycosuria of head in- 


Dr. Warren: This is probably analogous primarily to 
the Claude Bernard “sugar puncture.” It is not ordinarily 
associated with any appreciable rise in blood sugar. 


A Puysician: What are the prospects of the disease in 
children whose mothers have diabetes? 


Dr. Warren: If we can trust statistics, I think the 
chances are quite good. In Dr. Joslin’s group of pa- 
tients there is some hereditary liability in about 40 per 
cent. I think that the fact that diabetes can be so readily 
controlled justifies a patient who desires children in at- 
tempting to have them. Such children, even if they do 
become diabetic, can look forward to a useful life, and 
therefore it is hardly a condition that should prevent 
marriage. Many carefully controlled patients actually 
outlive their normal life expectancy. 


A Puysictan: What would cause hyalinization of the 
islands in the pancreas besides diabetes? 


Dr. Warren: We know that there are cases where 
hyalin is present, but has not destroyed enough islands to 
produce diabetes. I think it quite possible that hyalin is 
related in some way to amyloid deposits. 


*Eisenhardt: cited by Warren, S.: The Pathology of Diabetes Mellitus. 
Second edition. 246 pp. Philadelphia: Lea & Febiger, 1938. P. 205. 
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PARAGANGLIOMA (CHROMAFFINOMA, PHEOCHROMOCYTOMA) OF 
THE ADRENAL GLAND SIMULATING MALIGNANT HYPERTENSION* 


Report of a Case 
Rosert S. Parmer, M.D.,t anp BENJAMIN CasTLEMAN, M.D.t 


BOSTON 


( LINICAL investigation is progressively de- 

fining the differential diagnosis of conditions 
associated with abnormally high blood pressure, 
those of unknown or doubtful etiology being re- 
ferred to as primary, idiopathic or essential arterial 
hypertension or hyperpiesia. It is occasionally 
comforting to turn from the unknown or very 
doubtful group to the fairly well-defined group of 
diseases associated with hypertension, though even 
here the mechanism by which the condition pro- 
duces an increased blood pressure may not be 
clear. 


The adrenal medullary paraganglioma is the 
most interesting, since in this well-defined group 
of conditions associated with hypertension, it 
most closely simulates the clinical characteristics 
of essential hypertension of unknown or doubtful 
etiology. Tumors of the adrenal cortex, which 
may or may not be associated with elevated blood 
pressure, are often accompanied, at least before 
involution, by the so-called suprarenal genital 
syndrome,’ — virilism or pseudohermaphroditism 
in women, premature puberty in boys, hirsutism, 
amenorrhea and adiposity in older women, possi- 
bly inversion changes in adult men —and a diag- 
nostic urine hormone may be present.’ No glan- 
dular stigmas give a clue to the presence of 
tumors of the adrenal medulla. It rests with the 
clinician to suspect this diagnosis from the so-called 
suprarenal sympathetic syndrome. The latter 
consists of paroxysmal hypertension with normal 
blood pressure in the intervals, or continued hy- 
pertension with very marked paroxysmal rises, 
the paroxysms in either case being accompanied 
by tachycardia and occasionally by disorder of 
the rhythm, vasoconstriction followed by vaso- 
dilatation (pallor and flushing), headache, nausea 
and vomiting, sense of constriction in the epigas- 
trium, dyspnea, suffocation and choking.** Since 
excellent reports of the clinical and pathological 
aspects of this condition have been reported by- 
Eisenberg and Wallerstein,’ Rabin® and others, 
no attempt will be made to review the literature. 
It is sufficient to say that there are numerous re- 
ports, many of the early ones by French clini- 


*From the Department of Medicine and the Department of Pathology 
and Bacteriology, Massachusetts General Hospital, Boston. 

tAssistant physician, Massachusetts General Hospital; instructor, medical 
courses for graduates, Harvard Medical School. 

tAssistant pathologist, Massachusetts General Hospital; instructor in 
pathology, Harvard Medical School. 


cians. Belt and Powell® in 1934 reviewed 60 
case reports, 23 of which included fairly  satis- 
factory clinical histories and examinations. ‘The 
cases of Mayo® and Pincoffs’® are examples of 
the curative effect of operation. 

Two clinical types of tumors of the adrenal 
medulla cause no difficulty in diagnosis.1 The 
first is found only at autopsy in a_ previously 
healthy and symptom-free individual who unex- 
pectedly collapses and dies after a minor trauma, 
such as some simple surgical procedure. With the 
second type there is normal blood pressure, ex- 
cept at the time of acute attacks, conforming to 
the adrenal sympathetic syndrome outlined 
above. The third type, which simulates severe 
essential hypertension, or malignant hypertension, 
is illustrated by the case here reported. 


CASE REPORT 


Mrs. B. (M. G. H. No. 158-U), aged 23, entered the hos- 
pital because of spells of unconsciousness of 4 years’ dura- 
tion. 

Nine years before entry the patient began having occa- 
sional severe generalized headaches, which usually came 
on in the afternoon, progressed toward evening but were 
gone the next morning. Five years before entry she 
married. She soon became pregnant and her headaches 
became much worse. She miscarried after 3 months, but 
her headaches continued unabated. Three months later, 
approximately 4 years before admission, she had the first 
of a series of attacks. They started suddenly with a 
terrific, oppressive substernal pain associated with the feel- 
ing that she was choking to death and with the sensation 
of blood running from her head. This was followed by 
the onset of an agonizing generalized headache, marked 
shortness of breath and doubling up and contraction of 
the legs, arms and hands. She did not lose consciousness, 
but could not talk. The attack lasted about 10 minutes, 
but the headache persisted for the rest of the day. Three 
years before entry she became pregnant again; during 
this period she had several of the above-described attacks, 
and in some of them she became unconscious. The preg- 
nancy resulted in a full-term stillbirth. During the next 
year the attacks became more frequent and the headaches 
more constant. During the year preceding admission she 
had given birth to a full-term normal child. Two months 
before admission, after one of her choking attacks, she 
noticed blurring of vision in the left eye. This, however, 
gradually improved. Six weeks before admission she had 
transient blurring of vision of her right eye. During this 
period she also had a dull, constant headache, more 
marked over the temporal areas. 

In going into the history more thoroughly, it was dis- 
covered that there had been no direct relation between the 
attacks described and the presence or absence of preg- 
nancy, but rather a gradual constant increase in their 
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number and severity. Early in her history the patient felt 
well between the attacks, and it was only within the 
previous year that she had not felt well. Any sudden 
surprise or emotion was liable to precipitate an attack, 
and the worst one was caused by her child’s suddenly sit- 
ting or falling upon the patient’s abdomen. 

The patient was first seen in another hospital 18 months 
before admission when she had a blood pressure of 144/120 
and normal urine and blood examinations. She was seen 
again in that hospital. The urea nitrogen of the blood 
was 12.3 mg. per cent, and a lumbar puncture showed an 
initial pressure of 190 mm. of water. She was seen again at 
the same hospital 2 months before entry. At this time 
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Chart |. Blood-Pressure Readings. 


her blood pressure was 210/130, the urine was negative 
except for a faint trace of albumin, the urea nitrogen of 
the blood was 17 mg. per cent and two lumbar punctures 
showed initial pressures of 220 and 350 mm. respectively. 
She was discharged with a diagnosis of essential hyper- 
tension and neuroretinitis. Her attacks were considered 
to be hysterical. 

The past and family histories were noncontributory. 

Physical examination showed a_ well-developed and 
nourished woman. The fundi showed choking of the 
optic disks of 1 to 2 diopters. The retinal veins were en- 
gorged. There were many white spots scattered through- 
out both retinas and large areas of exudate and hemor- 
rhage in the maculas, more marked on the left. The 
heart was not enlarged. The blood pressure was 190/160. 
There was marked tenderness in the right lower quad- 
rant, but there was also some tenderness in the left lower 
and right upper quadrants. A neurological examination 
showed a suggestive positive Romberg test and slight 
abnormality of the finger-to-nose test. 

Examination of the blood showed a red-cell count of 
5,520,000, a hemoglobin of 80 per cent and a white-cell 
count of 12,200, 85 per cent polymorphonuclears. The 
urine showed a specific gravity of 1.014 to 1.029, a slight 
trace of albumin, no sugar and occasional white blood 
cells in the sediment. The stools were negative. A blood 
Hinton test was negative. The nonprotein nitrogen of the 
blood serum was 14 mg. per cent. The phenolsulfoneph- 
thalein test showed 49 per cent excretion in 1 hour. A 
lumbar puncture showed an initial pressure of 150 mm., 
which responded normally to jugular compression. Six 
cubic centimeters of clear, colorless fluid were removed, 
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which showed no cells and a total protein of 41 mg. per 
cent. A fasting blood sugar was 128 mg. per cent. There 
Was never any glycosuria. 

X-ray examination of the skull revealed no evidence of 
disease. A pyelogram showed rather small, normal kid- 
neys and the intravenous dye appeared promptly on both 
sides and showed no abnormalities. A chest plate was es- 
sentially negative. An electrocardiogram showed normal 
rhythm, prominent Ps and Ps, marked left-axis deviation, 
rather low Ts, low and diphasic Ts, shallow Ty, and 
presence of Q;. The findings were interpreted as being 
consistent with hypertensive heart disease. 

While in the hospital the patient had several attacks, 
one of which was followed from start to finish by a house 
officer (Chart 1). Before nearly every attack she had an 
aura which consisted of a slight sense of constriction in 
the chest. In the observed attack she was conscious and 
co-operative, but had a sense of increased tightness in the 
chest. Her extremities were red, warm and relaxed. The 
pulse was 60 but very weak at the wrist. The blood 
pressure was 250/150. She then tightened up and had 
difficulty in breathing. The blood pressure reached 
300+/160, but the pulse remained at 60. Ten minutes 
after the start of this attack the blood pressure was 300/160,. 
and 10 minutes later 290/160. She still had some pain 
in her chest and was given 1/100 gr. of nitroglycerin, which 
relieved the pain somewhat. During the height of the 
attack the radial pulse could hardly be felt and the hands. 
were irregularly blanched, cold and sweaty. A lumbar 
puncture done immediately after the attack showed an 
initial pressure of 150 mm. 

Because of the possibility of a tumor of the adrenal 
medulla, air was injected into both retroperitoneal spaces 
to outline the kidneys and adrenals. This procedure, how- 
ever, was unsuccessful. Numerous attacks continued 
throughout the hospital stay, any upsetting circumstances, 


Figure 1. 


such as an intravenous injection, being likely to induce a 
seizure. A tentative diagnosis of paroxysmal hypertension 
due to paraganglioma of the adrenal gland was made, and 
exploration of the adrenals had been planned when early 
in the 4th week in the hospital, during an intravenous in- 
jection of 10 per cent glucose, which had previously given 
her marked symptomatic relief, she said she was going to 
have a “spell” and suddenly turned pale. Within 30 sec- 
onds she was pulseless but still gasping, and within 3 
minutes she was dead. 


The autopsy confirmed the antemortem impression of 
the presence of a tumor of the adrenal medulla. The 
right adrenal was almost completely replaced by an ovoid, 
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well-encapsulated tumor measuring 5 by 4 by 3 cm. and 
weighing about 35 gr. (Fig. 1). The cut surface of the 
tumor (Fig. 2) was uniformly grayish white, moderately 
firm and had a few scattered, reddish-yellow radial streaks. 
The remaining normal adrenal was located at the superior 
border and measured 3 by | by 0.7 cm. There was, how- 
ever, a narrow rim (0.5 to 1.5 mm.) of yellow cortical 
tissue surrounding the whole tumor, which could be seen 
on the surface as bright-yellow irregular spots, or when 
sectioned as a definite band. A section of the tumor was 
placed in a chromate solution, and a deep-brown color 
resulted. Further evidence of adrenine was obtained by 
Vulpian’s ferric chloride reaction. This consists in getting 


Figure 2. 


a green color when the tissue is placed in a dilute so- 
lution of ferric chloride, and a violet-red color on the 
addition of alkali. Six and two-tenths grams of the tu- 
mor, submitted to Dr. Fiorindo A. Simeone of the Labora- 
tories of Physiology of the Harvard Medical School for 
adrenine assay, yielded 2 mg. per gram of tumor. The 
whole tumor therefore contained about 70 mg. of adrenine. 
(The adrenine content of a normal adrenal is about 5 mg.) 

The microscopic examination of the tumor showed the 
characteristic features of the paraganglioma (Fig. 3): 
marked variation in the size and shape of both the cells 
and their nuclei, extreme hyperchromatism and large num- 
bers of multinucleated cells. Many of the cells measured 
30 to 50 w in diameter; some were ovoid, others were 
polygonal and many were spindle-shaped. Occasional 
cells contained round, pink-staining hyalin bodies that 
have been described in such tumors. No fat or glycogen 
was present. 

The other adrenal was negative. The heart weighed 
250 gm. and was normal. Both kidneys were normal in 
size and microscopically showed no vascular disease, as 
was true of the vessels in the other organs. An incidental 
finding, which we are certain had nothing to do with 
death, was a subcapsular hematoma of the left kidney 
and hemorrhagic extravasation in the left abdominal gut- 
ter, undoubtedly due to the rupture of a vessel during 
the retroperitoneal air injection. 


COMMENT 


This case illustrates the subjective and objective 
characteristics of the suprarenal sympathetic syn- 
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drome —a_ sudden attack ushered in severe 
constriction in the chest, dyspnea and a rise in 
blood pressure of more than 100 mm. Conscious- 
ness may or may not be lost. Convulsions are in- 
frequent. The blood pressure may be normal be- 
tween attacks or, as in this case, may be elevated, 
and signs in eye grounds, heart or kidneys may 
make the differential diagnosis between paragan- 
glioma and late essential or malignant hyperten- 
sion very difficult. The hypertensive crisis varies 
in frequency, has been present for a shorter period 
and usually follows a known period of essential 
hypertension or is associated with primary renal 
disease, while the attacks due to paraganglioma 
have as a rule been present for a longer time — 
possibly at first with normal blood pressure be- 
tween attacks — and have shown a rather orderly 
progression in frequency and severity. The hyper- 
tensive crisis is commonly preceded by prodromes 
(malaise, headache, vomiting, apathy, paresthe- 
sia), while the suprarenal sympathetic syndrome 
starts suddenly without prodromes, announced at 
the onset by an aura of severe tightness or con- 
striction in the chest and choking, which is very 
constant. Convulsions are frequent and striking 


Figure 3. 


in the hypertensive crisis, infrequent in the supra- 
renal syndrome. Emotion or excitement may cause 
either type of attack. Precipitation of the supra- 
renal sympathetic syndrome by trauma to the ab- 
domen, as noted in the history of this case, may 
prove to be an important sign. To use it as a test 
may be unwise, however, since it is known that 
manipulation at operation may prove fatal. 
Cases reported in the literature have commonly 
been confused with anxiety attacks or hysteria, 
as in the subject of this report, because of the 
patient’s anxiety and terror and the unknown and 
unsuspected cause of the attacks. The suprarenal 
sympathetic syndrome suggests anxiety neurosis, 
but the pattern of the attack is typical and repeats 
itself without the variety of night terrors, phobias, 
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overconscientiousness, —scrupulosity, paresthesia, 
hypochondriasis or anxiety neurosis. However, 
in the anxiety attack, while there often is a marked 
rise in blood pressure, it is not, so far as we 
know, of such an extreme degree as seen in the 
paroxysms associated with paragangliomas. Rises 
of systolic blood pressure in anxiety attacks may 
be slight, not infrequently as much as 40 to 60 
mm., although rarely, in individuals with vaso- 
motor instability, they may be as much as 100 or 
120 mm. In the attacks associated with paragan- 
gliomas the rises of systolic blood pressure are 
almost always over 100 mm. and usually greater, 
systolic pressures in excess of 300 mm. often being 
observed. 

Hyperthyroidism has been confused with the 
suprarenal sympathetic syndrome of paragan- 
glioma, but the paroxysmal hypertension, with 
high diastolic pressure, and the recurrent attacks 
of the latter condition contrast sharply with the 
enlarged gland, other physical signs and elevated 
metabolic determinations of the former. 

Because of the hyperglycemia and glycosuria 
sometimes found in cases of paraganglioma, dia- 
betes mellitus has been considered. The character 
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of the attacks and the absence of a fundamental 
and continued disorder of the sugar metabolism 
rule out this disease. 


SUMMARY 


A case of paraganglioma (chromaffinoma, pheo- 
chromocytoma) of the adrenal gland simulating 
malignant hypertension is reported, and the dif- 
ferential diagnosis is discussed. 
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ACUTE BRUCELLOSIS WITH BACTEREMIA AND ORAL LESIONS: 
TREATMENT WITH IMMUNE HUMAN BLOOD* 


Mary A. Posront anp E. E. Meneree, 


DURHAM, NORTH CAROLINA 


HE case of acute brucellosis in a physician 

here reported is presented because of the unu- 
sua] localization of the organism, the rapid re- 
sponse to treatment with immune transfusion and 
the development of antibodies after treatment. 


CASE REPORT 


B. R. (No. 50291), a 31-year-old physician, was admit- 
ted to Duke Hospital because of sore throat, chills and 
fever. 


The patient had spent 14 days in Bermuda 4 weeks be- 
fore the onset of the present illness. While there he had 
consumed large quantities of raw milk. After his return 
he had felt perfectly well until 2 days before admission, 
when he had had a shaking chill, followed by another 
chill 8 hours later. The next day he had developed a sore 
throat, had had several more chills and had run a con- 
tinuous fever of 38.8°C. (102°F.) to 39.4°C. (103°F.). He 
entered the hospital on the 3rd day of his illness. 


The temperature was 38°C. (100.5°F.), pulse 100, 
respirations 20 and blood pressure 122/78. 

*From the departments of bacteriology and medicine, Duke University 
School of Medicine, Durham, North Carolina. 


tInstructor in bacteriology, Duke University School of Medicine; assistant 
bacteriologist, Duke Hospital. 


tjJames A. Greene Research Fellow for the Study of Brucellosis. 


Physical examination revealed a slender, thin white 
man who appeared acutely ill. The skin was warm and 
moist. There was definite enlargement of the anterior 
cervical and submental lymph nodes, which were firm and 
tender. The gums were red and edematous. There 
were small, grayish elevated patches surrounded by areas 
of hyperemia scattered over the pharynx, under the 
tongue and on the mucous surface of the lips (Figs. 1 


-and 2). Some of the lesions were ulcerated. The patches 


resembled areas of thrush infection but as stated were 
grayish, and were more difficult to remove. No other ab- 
normalities were observed. 

The accessory clinical findings were as follows: Blood 
Wassermann and Kahn tests were negative. The hemo- 
globin was 14.3 gm. (Sahli). The red-cell count was 
4,690,000 and the white-cell count 8000, with a differen- 
tial of 74 per cent segmented polymorphonuclears, 2 per 
cent stab forms, 1 per cent eosinophils, 6 per cent mono- 
nuclears, 2 per cent large lymphocytes and 15 per cent small 
lymphocytes. The urine was negative except for a trace 
of albumin. Microscopic examination of smears made 
from the mouth lesions was negative for fusospirochetal 
organisms. Stool, urine and blood cultures were negative 
for Eberthella typhosa, but Brucella melitensis, var. meliten- 
sis, was isolated from blood cultures taken on the 2nd and 
3rd hospital days. The same organism was also isolated 
from the mouth lesions on three occasions. Cultures on 
Sabouraud’s medium were negative for monilia and other 
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fungi. A skin test with brucellergin and the opsonocyto- 
phagic test! were negative, and no agglutinins could be 
demonstrated in the serum. 

Gentian violet was applied to the mouth lesions and 0.3 
gm. of neoarsphenamine was given intravenously. Brucellae 
were grown from the mouth and blood after the admin- 
istration of these drugs. 

Two hundred and fifty cubic centimeters of citrated 
blood from a known immune donor was given on the 
3rd hospital day. The donor was the one used by Poston 
and Smith? in the treatment of brucellar meningitis. 


Figure 1. 


Within 24 hours the temperature began to fall by lysis 
and was approaching normal by the 4th day after transfu- 
sion. Blood cultures taken at this time, 7 days after ad- 
mission, were negative, as were cultures from the oral 
lesions. 

However, since the patient’s serum contained no ag- 
glutinins, the opsonocytophagic test being negative and 
the temperature not quite normal, sulfanilamide therapy 
was begun on the 7th day. Seven grams of the drug were 
given the first day and 4.5 gm. on each succeeding day 
for 4 days. This produced a maximum blood concentra- 
tion of sulfanilamide of 5.1 mg. per cent. 

Seven days after the transfusion there were no demon- 
strable immune bodies in the blood, but on the 9th day 
the patient’s serum agglutinated the organisms formerly 
isolated from the blood and mouth in a dilution of 
1:320. There was very marked phagocytic power, but 
the skin test to brucellergin remained negative. The tem- 
perature reached normal on the 7th day after transfusion 
and the patient appeared perfectly well. He remained 
afebrile during the rest of his stay in the hospital. At the 
time of discharge on the 17th day the blood had a very 
marked opsonocytophagic power and the serum agglu- 
tinated the organism in a dilution of 1:640. The skin test 
to brucellergin was still negative. 


Since the patient had never consumed raw milk 
until the two-weeks period four weeks before the 
onset of his illness, it is very probable that he 
became infected at that time. The demonstrated 
absence of immune bodies doubtless rendered him 
very susceptible to brucellar infection. Gibbes* 
has observed this phenomenon in several patients. 
Since Brucella melitensis, var. melitensis, was 1so- 
lated from the mouth lesions and there was an 
enlargement of the submental nodes, it is probable 
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that the primary focus was in the mouth and 
from there the organism invaded first the lymph 
nodes and then the blood stream. 

There was no improvement following the in- 
jection of neoarsphenamine. The patient’s tem- 
perature began to fall within twenty-four hours 
after the immune transfusion, and he was rapidly 
recovering before sulfanilamide therapy was 
begun. Brucellae could not be cultured from the 
blood or the oral lesions after the immune trans- 
fusion. Smith and Poston, using serum from the 
same donor who furnished the blood in the case 
here reported, observed the prompt disappearance 
of brucellemia and complete cure within ten days.‘ 

Agglutination, skin test and opsonocytophagic 
power of the blood were all negative at the begin- 
ning of the illness, but antibodies were demon- 
strated nine days after the transfusion was given. 


Figure 2, 


The patient’s serum then agglutinated his own 
organism in a dilution of 1: 320, and there was a 
very marked phagocytosis. The skin test never 
became positive. Since passive immunity was 
produced early in the case here reported, the or- 
ganisms were probably killed before the patient 
developed an allergy to them, as demonstrated by 
a positive endermic reaction. 


SUMMARY 


A case of acute brucellosis with primary oral 
lesions is reported. Treatment by means of trans- 
fusion of known immune serum was followed by 
rapid recovery, with the development of agglu- 
tinins and opsonins. The skin test to bruceller- 
gin remained negative throughout the course of 


the disease. 
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PROGRESSIVE ELECTROCARDIOGRAPHIC CHANGES 
IN PERICARDITIS* 


C. Purcert Roserts, M.D.,t ann Frank T. Furroxn, M.D.+ 


PROVIDENCE, RHODE ISLAND 


HE development of successive changes in 
the abnormal electrocardiograms taken dur- 
ing active pericarditis was emphasized by Schwab 
and Herrmann’ in 1935. Recently the charac- 
teristic patterns have been elucidated by Vander 
Veer and Norris? and Bellet and McMillan.’ 
Familiarity with these changes is desirable first of 
all because they are to a large extent analogous 
with those attending myocardial infarction. In 
addition, the interpreter’s awareness of a serial 
tendency in the tracings enables him to say of an 
initial intermediate record what might have been 
shown earlier and what yet could be expected. 
Similarity of the alterations in electrocardio- 
graphic pattern in myocardial infarction and ac- 
tive pericardial disease is not surprising when it 
is considered that there are common physiologic 
disturbances in the muscle —in the one, circum- 
scribed and deep, in the other, generalized and 
superficial. The early distortion of complexes in 
either case (when there is displacement of ST 
segments), is indicative of a recent myocardial 
insult,*-' and has been thought to be related to 
acute ischemia, whether by reason of closure of an 
arterial channel, or of expression of blood from 
the muscle’s vascular network by pericardial dis- 
tention.” Subsequent changes (of T-wave flat- 
tening and inversion as the ST segments retrogress 
toward the isoelectric line) are charged to myo- 
cardial inflammation and repair.’:* Porte and 
Pardee’ were early in advancing the suggestion 
that the so-called “coronary” T wave in rheu- 
matic pericarditis was probably related to inflam- 
mation which extended into the muscle from the 
visceral serosa. Correlation of electrocardiographic 
abnormalities in cases of pericardial disease with 
microscopic inflammatory signs in the subjacent 
myocardium has been demonstrated by Vander 
Veer and Norris” and Bellet and McMillan’ with- 
in the last year. That ST elevation is not pri- 
marily related to the effect of pericardial tam- 
ponade, and may even occur without the accumu- 
lation of excess fluid in the heart sac, has been 
suggested by our cases, as well as those of the 
above authors. It is not easy to believe that ar- 
tificial pericardial distention could be brought 
Mdeyg the Heart Station of the Rhode Island Hospital, Providence, Rhode 
Siand, 
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about without causing myocardial tissue changes 
such as edema, exudation and alteration in vas- 
cular flow, the same as occur in infectious peri- 
carditis. 


Supporting this belief, the evidence from two 
earlier reports may be cited. Harvey and Scott‘ 
assumed that compression was the cause of ST 
elevations in the electrocardiogram from a case of 
purulent pericardial effusion. They noted what 
seemed to be a return to normal (descent of ST 
to the isoelectric line) following pericardotomy. 
But it is not clear from their illustrated complexes 
that there was actually a return toward normal, 
because observations were interrupted by death, 
and the T-wave flattening, as shown, may have 
been followed later by inversion. Elkin and Phil- 
lips* have published tracings from patients with 
hemopericardium due to stabbing. They have 
suggested that the pericardial effusion may have 
altered the coronary pattern in the case in which 
a severed anterior descending branch was sutured. 
While some elevation of ST segments was to be 
seen before operation, and again at ten minutes 
after the excessive intrapericardial pressure had 
been released, it was not until thirty-six hours 
after operation that marked ST elevation was 
found. The authors considered this occurrence 
to be evidence for a latent period between ar- 
terial occlusion and the appearance of electrocar- 
diographic changes. In the light of present in- 
formation, however, the abnormal pattern they 
observed may be attributed, at least in part, to 
generalized subepicardial myocarditis complicat- 
ing the localized muscle wound. 

In regard to differential diagnosis in the inter- 
pretation of tracings, the criteria of Vander Veer 
and Norris” for the acute phase may be cited. 
There is a lack of reciprocal displacement in Leads 
1 and 3, and a persistence of Rs (new method). 
As noted by Bellet and McMillan,’ and more re- 
cently by Noth and Barnes,” the records present 
Ts inversion at the time of similar changes in the 
conventional leads. The records reported by 
Barnes'” of myocardial infarction complicated 
by generalized pericarditis are instructive, since 
they show unidirectional displacement of ST seg- 
ments in the contralateral Leads 1 and 3, suggest- 
ing a pericardial process, as well as a precordial 
lead (old method) with no Q, suggesting coro- 
nary thrombosis. It is to be remembered also 
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that a combination of infarcts'' may give a simi- 
lar pattern-complex. 

Our attention was directed to the cyclic changes 
in the electrocardiogram of active pericardial dis- 
ease by 3 recent cases, from which three series of 
tracings are reproduced and the case summaries 
of which are given. In addition, for the purpose 
of indicating the degree of correlation between 
clinical, electrocardiographic and anatomical ex- 
aminations, 5 recently necropsied cases, including 
1 with pericardial paracentesis before death, are 
briefed. Twenty-eight additional cases of various 
forms of pericarditis in which there were relevant 
tracings have been reviewed. In these the elec- 
trocardiographic changes were characteristic 
in about one third, merely suggestive in another 
third and absent in the remaining third. The 
last group, however, contained only 2 cases of 
active infectious pericarditis. 


CASE REPORTS 


Case 1. M.S. (R.I.H. No. 308591), a 39-year-old, obese, 
colored woman, was admitted October 28, 1937, because 
of a first attack of acute rheumatism. An electrocardio- 


\ 


Figure 1. 


Time is reckoned from the day of entrance. 
precordial leads but the last were taken by the old 
method (left arm electrode at the fourth left interspace 
in midclavicular line, and left leg electrode in place). 
Note return to normal at three months, with the excep- 
tion of slight T, inversion. 


Electrocardiographic Changes in Case 1. 
All 


gram taken the day after admission suggested acute peri- 
carditis. The next day a pericardial friction rub was 
noted; substernal distress had begun several days before. 
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The rub persisted throughout the Ist week, and there was 
distress as late as the 22nd day, when there was tran- 
sient, recurrent fever. The only evidence suggesting some 
degree of effusion was early enlargement of the heart 
shadow with widening of the vascular shadow by x-ray, 
and noteworthy muffling of sounds. Blood Wassermann 
and Hinton reactions were positive. The erythrocyte 
sedimentation rate was still considerably elevated at the 
end of 3 weeks. The patient was discharged improved 
after 37 days. 

On a return visit 3 months after admission she appeared 
quite well, showed no auscultatory abnormalities and gave 
no specific complaints. An x-ray photograph of the chest 
taken more than 5 months after entry showed the heart 
shadow to be within normal limits, but persisting aortic 


Figure 2. Electrocardtographic Changes in Case 2. 


T-wave inversion ts only slight, and not actually pres- 
ent in Lead 2. The last two precordial leads were 
recorded by the new method. There was a return 
to normal in three months, in spite of cardiac hyper- 
trophy associated with valvulitis. 


widening; in addition there was increased density about 
the bronchial arborizations in the right lung, suggestive of 
a circulatory disturbance. 

The serial electrocardiograms are shown in Figure 1. 
Ty, inversion was still present over 5 months after admis- 
sion. 


Case 2. A. G. (R.1.H. No. 309850), a 37-year-old French- 
Canadian plasterer, was admitted November 22, 1937, 
with rheumatic fever. There had been previous epi- 
sodes at 2 and 24 years of age. The patient complained 
of substernal pain, which had been present for several 
days. Physical examination showed enlargement of the 
heart downward and to the left, a systolic murmur at the 
apex and a faint diastolic puff along the left sternal border. 
Over the precordium a loud to-and-fro bruit was audible, 
synchronous with the heart’s action; a rough thrill was 
palpable. The friction-rub was heard for a week, being 
variable in intensity. An x-ray photograph taken at en- 
trance indicated cardiac enlargement, especially on the 
left. After 19 days the heart tones became somewhat 
louder, but at 24 days percussory and roentgenological 
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evidence of effusion was present; fluoroscopy demonstrated 
a moderate amount of fluid in the sac. There was still 
flatness on percussion of the precordium as late as the 
55th day, and heart sounds were faint. Absorption of 
fluid was denoted by x-ray and physical examination at 
the end of 2 months, when the patient was discharged. 

When he reported to the Heart Station 3 months after 
admission, the heart shadow was still smaller (cardio- 
thoracic ratio by orthodiagraphy being 12.9 to 23.3 cm.). 
The rocking beat of aortic insufficiency and definite left 
ventricular enlargement were visualized. 

The erythrocyte sedimentation rate was persistently ele- 
vated throughout the hospital stay, but was normal 7 
months later. 

The serial electrocardiograms are shown in Figure 2. 


Case 3. M. T. (R.I.H. No. 312509), a 20-year-old Italian 
truck driver, was admitted March 24, 1938, with rheu- 


La 
ONE MONTH 


Figure 3. Electrocardiographic Changes in Case 3. 


All precordial leads were taken by the new method. 
Note the complete return to normal, except for persist- 
ing left-axis deviation, at the end of one month. 


matic fever. He complained of pains substernally for 
3 days, and of “grippy” symptoms for the previous 2 
weeks. At entrance he was orthopneic and breathless on 
talking. A Ewart’s sign was present, and x-ray confirmed 
other physical signs of pericardial effusion. The heart 
tones were muffled; there was an apical systolic bruit. On 
the 4th day a pericardial friction rub was heard, which 
became louder by the 6th day, as the precordial percus- 
sive flatness decreased. It was heard as late as the 16th 
day, when it was of pleuropericardial character. By the 
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end of the Ist week there was no radiologic evidence of 
remaining effusion, but left ventricular enlargement. One 
month after entrance the erythrocyte sedimentation rate 
was still much elevated. 

The serial electrocardiograms are shown in Figure 3. 

The patient was readmitted 3 months after his first 
entry, with a second attack of pericarditis with effu- 
sion. The electrocardiographic changes were very similar 
to those in the primary series, but were somewhat more 
variable and transient. 


Case 4. J. B., a 49-year-old American, had pneumococ- 
cal pericarditis secondary to empyema of the right pleura. 
Pain in the chest had begun 9 days before entry. Thora- 
centesis yielded 1160 cc. of purulent fluid. A pericardial 
friction-rub was present. The heart did not appear en- 
larged on a chest plate taken after thoracentesis. 

On the Ist hospital day the electrocardiogram showed 
ST, slightly elevated and ST, and ST; markedly elevated; 
the R foot-points were slurred; the T’s were sharply up- 
right; ST, (old method) descended abruptly. Three leads 
taken the next day presented no change except for a 
a gr lowering of ST;. Death occurred on the 3rd hospi- 
tal day. 

At postmortem examination there was an acute fibrinous 
pericarditis. No excess fluid was found in the sac, that 
present being blood-tinged, not purulent. Adhesions be- 
tween the serosal surfaces were easily broken. In micro- 
scopic sections the epicardium was seen to contain lympho- 
cytes and mononuclear cells. The subjacent myocardium 
appeared pale in contrast with the deeper layers and was 
granular. Capillaries in the muscle were distended with 
erythrocytes, and a few mononuclear cells were also 
found in the fascicular interstices. 

There was confirmation of the acute subepicardial myo- 
carditis that was suggested by the electrocardiogram. 


Case 5. O. H., a 51-year-old Negro, had pneumococcal 
pericarditis secondary to empyema of the left pleura. A 
pericardial bruit was present. By thoracentesis 1500 cc. of 
purulent exudate was removed. The heart was displaced 
to the right, and was not enlarged as seen in the chest 
plate. 

On the 2nd day an electrocardiogram showed ST, and 
ST, notably elevated, with slurred R foot-points; T, and 
Ts were flattened; STs was isoelectric and Tz low but 
upright. The precordial lead, although taken at the usual 
site and therefore away from the displaced heart, showed 
similar displacement of the ST segment. Death occurred 
on the 3rd hospital day. 

At postmortem examination an acute fibrinous peri- 
carditis was demonstrated. There was a small amount of 
cloudy fluid. Microscopic sections revealed a subacute in- 
flammatory reaction in the epicardium, and the subjacent 
myocardium contained capillaries congested with erythro- 
cytes and numerous polymorphonuclear neutrophils, a 
few of which appeared in the interstices. 

The electrocardiographic indication of an active peri- 
cardial reaction with superficial muscle involvement was 
substantiated. 


Case 6. M. C., a 25-year-old American woman, died of 
staphylococcal pericarditis. She had entered with a 
story of prostration, persistent vomiting and fever for 
1 week. By the 3rd hospital day a pericardial friction- 
rub appeared, to continue until death. The course was 
hectic. There was a rash following the administration of 
Prontylin. An x-ray photograph of the chest showed a 
normal-sized heart. 
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An electrocardiogram on the 2nd day showed isoelectric 
ST segments, with T, flattened and T, and Ts inverted; 
T4 was notched. On the 5th day another tracing showed 
T waves low but upright, and Lead 4 was normal. No 
later records were made. Death occurred on the 15th 
hospital day. 

At postmortem examination a small amount of hemor- 
rhagic fluid was found in the pericardial sac, and the 
serosal surfaces showed a butter-like exudate. In one sec- 
tion from the heart, nests of inflammatory cells could be 
seen between the superficial fascicles. These cells were 
predominantly monocytes, with occasional polymorpho- 
nuclears, suggesting a reparative stage. The subjacent 
myocardium was pale in comparison with the deeper 
layers. 

The electrocardiogram was irregular, but at first con- 
sistent with the subacute myocardial process that was 
demonstrated post mortem. 


Case 7. F. K., a 28-year-old American housewife, was 
transferred from a lying-in hospital after delivery of a 
stillborn infant (placenta previa). A diagnosis of chronic 
pulmonary suppuration was made. Five weeks before 
entry a pericardial friction-rub had been heard. It did not 
recur. The heart did not appear enlarged in the chest 
plate or at physical examination. Empyema developed 
in the left chest. 

Electrocardiographic tracings were made on the 2nd, 
6th and 17th days, and the pattern was constant: the ST 
segments were isoelectric but coving, T,; was flattened and 
Ts and Ts, were sharply inverted. Lead 4 was normal 
except for a diphasic T wave. Death occurred on the 23rd 
hospital day. 

Postmortem examination revealed multiple pulmonary 
abscesses, with a mixed flora. The pericardium showed 
obliteration of the sac by adhesions, but these were easily 
broken; no fluid was present. The parietal serosa was 
much thickened. In a section from the heart there were 
scattered areas of myocardial fibrosis, some of which 
showed capillaries distended with erythrocytes. 

The electrocardiogram was consistent with the subacute 
or reparative superficial myocarditis demonstrated post 
mortem. 


Case 8. B. J., a 43-year-old spinster, had a pneumococcal 
pericarditis with effusion, secondary to Type 6 pneu- 
monia at the left base. There was a loud pericardial 
friction-rub. On the ninth day an x-ray photograph dem- 
onstrated the shadow of a very large pericardial effusion. 
By aspiration on the 10th day 420 cc. of cloudy, sero- 
purulent fluid was removed. A second x-ray photograph 
on the 12th day indicated only a small decrease in the ef- 
fusion. The blood pressure fell from 165/95 to 125/65 
after the removal of fluid. 

The first electrocardiogram was made on the 9th day. 
It showed generally low voltage, ST, and ST» elevated 
with T’s upright, ST, descending to a downward T, and 
Lead 4 not distorted but miniature. Another tracing on 
the 11th day — following pericardial aspiration — showed 
persisting ST elevations; there were numerous auricular 
ectopic complexes, and the voltage was somewhat high- 
er. The third tracing, done on the 14th day, showed 
ST, and STy practically isoelectric and ST leveled; the 
T waves were flattened. 

The patient died on the 15th hospital day; there was 
no autopsy. 

Electrocardiograms in this case indicate that the re- 
moval of fluid, that is, reduction of tamponade pressure, 
was not sufficient to lower the elevated ST segments. The 
abnormalities are consistent with an acute involvement of 
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the superficial myocardium, of a type which was not 
promptly allayed. 


CONCLUSIONS 


Electrocardiograms taken throughout the 
course of active pericarditis show a series of 
characteristic changes related to superficial myo- 
carditis attending the serosal process. These 
changes simulate those of myocardial infarction. 
There are, however, distinguishing points in the 
pattern of the record as a whole (four leads), 
which may be considered dependent on general- 
ized distribution of the subjacent inflammatory re- 
action as contrasted with the circumscribed lesion 
of acute coronary occlusion. The main difference 
is a lack of reciprocal displacement of the curve 
in Leads 1 and 3; the precordial R is usually pres- 
ent, even if Ts becomes inverted. 


Unidirectional displacement (elevation) of ST 
segments, to a variable extent in the several leads, 
is seen in the early phases of pericardial disease, 
when microscopic sections may show acute sub- 
epicardial myocarditis. Subsequent T-wave flat- 
tening and inversion are found in the subacute 
or reparative periods of myocardial involvement, 
as sections during this time demonstrate. Com- 
plete reversion to the individual’s pre-existing 
pattern may occur with clinical improvement, and 
presumably indicates conclusion of muscle in- 
flammation. As in records during so-called “acute 
rheumatic carditis,”?” it appears that prompt re- 
pair may interdict the appearance of marked 
T-wave inversion, and only flattening precede re- 
institution of the former curve. 


While the completeness and persistence of 
T-wave inversion may be thought to indicate the 
severity of myocardial involvement, our observa- 
tions so far give no justification for offering prog- 
nosis accordingly. 

The presence of vacillation in pattern rather 
than steady progression through the classic cycle 
is likely in many cases of clinically recognized 
pericarditis. The variable records in such cases 
may well be due to irregularity of time and extent 
of myocardial complication. 

When there is cyclic progression, the changes 
appear to continue independently once a sufficient 
myocardial insult has been initiated. Release of 
pericardial tamponade may result in no immediate 
return to normal in the tracing; the effect seems 
to be limited to ameliorating the primary process 
and obviating further muscle involvement. 

In cases of pericardial disease in which there is 
no active adjacent myocarditis, — calcific or cica- 
tricial forms, and sometimes in uremic pericar- 
ditis, —the electrocardiogram shows only static 
abnormalities, and frequently only those regularly 
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CASE 24461 
PRESENTATION OF CASE 


A sixty-year-old German carpenter entered 
with the complaint of difficulty in swallowing of 
two months’ duration. 


Two years prior to entry pain developed in his 
right shoulder. His wife assumed that it was due 
to bowling but massage with liniment gave no re- 
lief. After a few months the pain subsided but 
was followed by pain in the right upper quadrant 
near the lateral abdominal wall and moderate 
dyspnea. Eight months before entry his wife 
noticed that his right upper arm was smaller 
than his left. One month later he developed a 
persistent cough accompanied occasionally — by 
blood-tinged sputum. He had been drinking 
heavily and as told by one doctor that his 
symptoms were due to drinking whereas another 
ascribed his condition to heart and kidney disease. 
He was advised to have his teeth extracted, and a 
dentist pulled two but refused to remove any more 
because of their good condition. Two month: 
before entry he began having difficulty in swallow- 
ing solid foods, which progressed until he could 
not swallow the grains of rice in his broth. The 
difficulty seemed to be due to obstruction rather 
than pain. This gradually progressed, and _ his 
cough and pain became steadily worse. The shoul- 
der pain had advanced, involving the right lateral 
aspect of the neck. The patient obtained much re- 
lief by turning his neck and head to the right and 
lying on his right side. Morphine was required 
on several occasions for relief of the pain. During 
the two weeks before entry his cough became 
worse and his sputum was always blood tinged. 
He had considerable difficulty in breathing. He 
had lost 33 pounds in weight during the eight 
months before entry. He thought that at times 
he had passed black stools. 

His past history and family history were non- 
contributory. 

Physical examination revealed a markedly ema- 
ciated, obviously ill man. The skin and mucous 
membranes were pale. There were enophthalmos, 
ptosis and miosis of the right eye, the right pupil 
being smaller than the left. There was hemor- 
rhage into the left conjunctiva medially. The 
nose was asymmetrical, with the septum deviated 
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to the left. The throat was red, injected and 
somewhat dry. The tonsils were large. The 
right side of the face was warmer artd dryer than 
the left. His trachea was slightly deviated to 
the left. There was dullness over the top of the 
right lung, with increased tactile fremitus and 
whispered voice. Examination of the heart was 
negative. The blood pressure was 120 systolic, 80 
diastolic. Liver dullness extended 2 cm. below the 
right costal margin; abdominal examination was 
otherwise negative. Reflexes were equal and nor- 
mal except that both biceps were reduced. 

The temperature was 101.8°F., the pulse 90. 
The respirations were 28. 

The urine examination was negative. The 
blood showed a red-cell count of 4,450,000 with 
90 per cent hemoglobin, and a white-cell count of 
22,500 with 90 per cent polymorphonuclears. Three 
sputum examinations showed blood, many diplo- 
cocci, but no acid-fast organisms. A blood Hin- 
ton test was negative. 

X-ray films of the chest showed ill-defined dull- 
ness in the right apical and infraclavicular areas, 
with irregular cavity formation. There was 
cloudiness in the upper lobe, especially laterally, 
and in the lower lung field. There was a small 
amount of fluid along the lateral chest wall. The 
diaphragm was slightly elevated, the mediastinum 
slightly displaced to the right. The following 
day the dullness in the lateral portion of the right 
upper lobe as well as in the lower right lung 
field had increased, and there was hazy dullness 
in the medial portion of the left lower lung 
field. The amount of fluid along the lateral chest 
wall had increased. The right diaphragm was 
still higher and was fixed with questionable para- 
doxical excursion. The mediastinum was devi- 
ated more to the right. On all films the posi- 
tion of the septum between the upper and middle 
lobes was surprisingly low. The lateral view 
showed some emphysema in the anterior portion 
of the right upper lobe. The middle lobe ap- 
peared slightly increased in size. 

The patient’s symptoms became rapidly worse. 
On the third hospital day he was unable to 
swallow more than a few sips of fluid. He had 
an occasional paroxysmal cough, but very little 
pain. On the fifth day he quite suddenly be- 
came orthopneic without cyanosis. His lung 
bases were clear. The apical heart rate was 240 
per minute. Following intravenous digifolin the 
rate dropped to 110 and was irregular, and that 
night it returned to 90 and was regular. His con- 
dition was extremely poor. The right arm was 
cyanotic, with dilated veins; its diameter was in- 
creased and there was pitting edema. The tem- 
perature was 103°F., and gradually dropped to 
101.5°F. the following morning, when he died. 


DIFFERENTIAL DIAGNOSIS 


Dr. Epwarp D. Cuurcuitt: This patient's in- 
capacitating illness started seven months before 
entry with persistent cough. The right upper 
quadrant pain may be interpreted as intercostal- 
nerve radiation, so the entire story has to do with 
the thorax. 


With the findings on physical examination we 
may definitely state that paralysis of the upper 
sympathetic chain existed on the right. This im- 
mediately localizes the lesion in the right apex. 
Up to this point the right shoulder pain might 
have been considered diaphragmatic in origin. 

Nothing further is known concerning his wife’s 
observation of atrophy of the right arm, and no 
mention is made of any muscular paralysis or 
weakness. Nor is there a notation of a difference 
in the pulses in the two arms. 

Dr. Ausrey O. Hampton: The shadows de- 
scribed which resemble masses are better seen 
at the second examination than at the first. One 
gets the impression that there is a round shadow 
near the lung root, which is not seen in the antero- 
posterior view. It may represent consolidation 
in the lateral aspect and base of the right lower 
lobe. There is another dense shadow above and 
behind the trachea, which seems to displace the 
trachea forward and slightly to the left at the 
episternal notch. Above and below this point 
the trachea is in normal position. The right 
upper lobe is of abnormal density throughout, 
with what appear to be cavities in the upper por- 
tion. The next day there was a marked change 
in the appearance of the lung. It may be that this 
film was taken on expiration, but I doubt it. The 
left diaphragm is still low. It seems that the right 
lung has reduced considerably in size within one 
day, and there is a new process at both bases. 
It looks as though the basal disease is distributed 
along the bronchi and as though something had 
spilled over into them—perhaps it is blood or 
pus or something else. 

Dr. CuurcniLtt: He was having extreme dys- 
phagia. No esophageal examination was done. 
It is quite possible he was not able to swallow 
his saliva and began to fill up the bases of his 
lungs with aspirated material. 

Dr. Hampton: Yes. Something is filling the 
bronchi. 

Dr. CuurcuiLtt: The one notation on fluoros- 
copy which you did not mention was that the 
right diaphragm was paralyzed and paradoxical in 
motion. 

Dr. Hampton: It is high. 

Dr. CuurcHitt: With paradoxical excursion 
on fluoroscopy? 

Dr. Hampton: Yes; and that also seems to 
have become worse in one day. 
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Dr. Cuurcuitt: We have then a sixty-year-old 
patient, complaining of an increasing disturbance 
in the right apical region, attended ultimately by 
paralysis of the sympathetic chain and presumably 
by paralysis of the right phrenic nerve and pres- 
sure on the right subclavian vein. There was 
displacement of the trachea to the opposite side 
and obstruction, almost complete, in the esopha- 
gus. The illness was characterized first by pain, 
then by cough and the spitting of blood. It is 
impossible for me to interpret this history and 
the physical findings other than by assuming ma- 
lignant disease with relentless and steady progres- 
sion. Malignant disease arises very frequently 
in the apex of the lung, producing the so-called 
Pancoast or painful apical syndrome. The only 
phase of this syndrome which is lacking is the 
x-ray demonstration of invasion of the ribs. 

Dr. Hampton: I did not notice any. We did 
not examine the bones particularly for that. 

Dr. Cuurcuitt: They look normal. However, 
this syndrome will occur with minimal bone in- 
vasion or without any bone involvement. The prob- 
lem in differential diagnosis consists in predicting 
the primary site of the carcinoma, which is either 
the esophagus or the lung, with the bare possibility 
that the lesion represents metastatic lymph-node 
involvement from a remote primary tumor. I 
should place the primary carcinoma in the lung 
because cough and hemoptysis preceded the dys- 
phagia by several months, and rest my diagnosis 
with primary carcinoma of the apex of the right 
lung, with invasion of surrounding structures. 

Dr. Donan S. Kine: Have you ever seen a can- 
cer in that region which involved the esophagus? 

Dr. Cuurcuitt: I do not remember. 

Dr. Kinc: We have seen them lower down, 
where the left main bronchus crosses the esopha- 
gus. 

Dr. CuurcHILL: You mean pressure on the 
esophagus by lymph nodes? 

Dr. Kine: No; actual invasion of the esopha- 
gus in this area. 

Dr. CuurcHILL: We have not had such a case. 

Dr. Tracy B. Matitory: Have you seen primary 
esophageal disease produce this Pancoast syn- 
drome? 


Dr. Kinc: No. 


CuinicaL DIAGNosEs 
Bronchiogenic carcinoma. 
Multiple pulmonary abscesses. 
Bronchopneumonia. 


Dr. CuHurcHILL’s DIAGNosEs 


Primary bronchiogenic carcinoma of apex of 
right lung. 

Pancoast syndrome. 

Secondary esophageal involvement. 
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ANATOMICAL DIAGNOSES 


Adenoacanthoma, bronchiogenic, right upper 
lobe. 

Multiple abscesses of lung. 

Mediastinal abscess. 

Tracheoesophageal fistula. 

Erosion of dorsal vertebrae. 


Paruo.ocicaL Discussion 


Dr. Mattory: We found the gross examina- 
tion at first a little difficult to interpret. In the 
right upper lobe was a large mass which was soft 
and purulent. As one examined the edges care- 
fully it was evident that they were carcinomatous 
and that the abscess had developed in the center 
of a large carcinomatous mass which had broken 
down and become secondarily infected. We also 
found multiple fresh abscesses in the right lower 
lobe. That I think accounts for the extension no- 
ticed in the x-ray during the last couple of days. 
There was also a very large mediastinal abscess 
measuring 10 cm. in diameter, which completely 
surrounded the esophagus and had eroded three 
of the upper thoracic vertebrae. There were open- 
ings into both the trachea and the esophagus, so 
that through the abscess a tracheoesophageal fis- 


tula had developed. The walls of this fistula had. 


also been invaded by the carcinoma. 


The histology of the tumor proved rather in- 
teresting because in some of our sections it is 
very obviously an adenocarcinoma with well- 
differentiated glands forming mucus; in other 
areas the picture is that of an equally obvious squa- 
mous cell carcinoma with many pearls. In some 
sections you can find both types of cells in the 
same field. In other words it is an adenoacan- 
thoma. Adenoacanthoma is not uncommon in 
certain locations, particularly in the uterus, but I 
cannot remember ever having seen one primary 
in the lungs. I do not believe it could have been 
primary in the esophagus because the portion in- 
volved was the upper third where there are no 
glands. We do see adenocarcinoma of the esopha- 
gus but only at the lower end, so I think the his- 
tological findings are convincing evidence for a 
pulmonary source. Nothing was found elsewhere 
in the body that could have been a primary lesion. 

Dr. Cuurcnitt: I think he was fortunate in 
not having had more pain than he did. Cancer 
in this area is apt to be attended by long-standing 
and excruciating pain referred down the arm. 

Dr. Mattory: I have completely forgotten one 
thing that is important. The tumor was not at 
the apex of the lung. It was in the lower half 
of the upper lobe. We found a definite metastasis, 
however, occupying the region of the superior 
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cervical ganglion. That presumably was respon- 
sible for the Horner’s syndrome. 

Dr. CuurcHiLt: Was the phrenic nerve in- 
volved? 

Dr. Matrory: It must have been involved by 
the abscess if not by the tumor. 


CASE 24462 
PRESENTATION OF CasE 


First Admission. A sixty-seven-year-old, married 
Russian optometrist entered complaining of cough 
and bloody sputum of four weeks’ duration. 


For a large part of his life the patient had had 
morning cough, accompanied by retching and the 
raising of one or two ounces of green to yellow 
sputum. He had had no fever or other cardio- 
respiratory symptoms. For seven years he had 
known that he had high blood pressure and an 
enlarged heart. Four weeks preceding entry his 
cough grew worse and he began raising blood, 
which at times was streaked with sputum and 
at other times appeared as firm red clots. He felt 
poorly and noted a marked loss of appetite. There 
was a dull chest pain behind the sternum, which 
was aggravated by coughing but not by exertion. 
Three weeks before entry x-ray films were taken 
by his physician, which were reported to have 
shown bronchiectasis. During the five days be- 
fore entry he raised about two tablespoonfuls of 
bright-red blood about twice each day. 

Physical examination showed a well-developed 
and nourished man, coughing and raising bloody 
sputum. Subcutaneous lipomas were present over 
the arms, thorax and abdomen. The teeth were 
false. The heart was moderately enlarged on both 
sides. Az was much louder than Pe. No mur- 
murs were heard. The blood pressure was 200 
systolic, 110 diastolic, in both arms. The breath 
sounds in the left lower lobe were wheezing in 
character, but no actual rales were heard. Expan- 
sion was greater on the left than on the right. 
The liver edge was palpable 2 cm. below the right 
costal margin. Bilateral inguinal hernias were 
noted. 

The temperature was 98.6°F., the pulse 80. The 
respirations were 18. 


The urine examination was negative. The blood 
showed a red-cell count of 4,580,000 with 80 per 
cent hemoglobin, and a white-cell count of 13,700 
with 71 per cent polymorphonuclears. The serum 
nonprotein nitrogen was 26 mg. per cent. A blood 
Hinton test was negative. Examination of the 
sputum was negative for acid-fast bacilli. An elec- 
trocardiogram showed findings consistent with hy- 
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pertensive heart disease, with marked hypertrophy 
and some degree of coronary insufficiency. 

X-ray films showed an unusually long, tortuous 
aorta with diffuse dilatation and calcification. The 
heart was not appreciably enlarged. There was a 
hemielliptical mass 7 cm. in length and 3 cm. in 
width lying against the trachea just above the bron- 
chus of the right upper lobe. The shadows of the 
mass and of the ascending aorta in the region of 
the superior vena cava were superimposed upon 
each other, but the mass was definitely posterior 
to the ascending aorta and apparently behind the 
trachea. Another mass was apparent in front of 
the trachea at about the same level, but was seen 
only in the lateral view. There were two areas 
of calcification between the masses, apparently in 
tuberculous nodes. A film taken at expiration 
showed some trapping of air in the right lung, 
particularly in the upper lobe. The interlobar 
pleura was thickened between the upper and mid- 
dle lobes, and below the medial end of this thick- 
ened pleura was another small mass which could 
have been a large blood vessel. 

Following entry the patient daily raised small 
amounts of dark-red sputum. X-ray therapy was 
begun and during his entire first admission a total 
of 3600 r was given to the upper right chest. On 
the seventh hospital day he had a fairly brisk 
hemoptysis, producing three-fourths of a cup of 
bright-red blood within three hours. He was quite 
apprehensive. The following day diplopia was 
noted, and on the tenth day there was an abducens 
palsy on the left. Reflexes were very active, and 
his grips good and equal. Suggestive plantar ex- 
tension was present on the right. On the four- 
teenth, fifteenth and sixteenth hospital days the 
patient had copious rectal hemorrhages, with dis- 
charge of large amounts of bright-red blood and 
large clots, the last one following an enema. At 
this time a slightly tender mass seemed to be 
present in the region of the cecum. The red blood 
cell count on the twenty-first day was 3,630,000. A 
repeat x-ray film of the chest on the thirty-second 
hospital day showed no definite change in the 
mass in the upper mediastinum. There had been 
a definite increase in density in the lower margin 
of the root of the right lung near the heart and 
diaphragm. There was no evidence of compres- 
sion or deformity of either trachea or esophagus. 
During his entire hospital stay the temperature, 
pulse and respirations had remained within nor- 
mal limits. On the thirty-sixth hospital dav he 
was discharged temporarily improved. 

Final Admission (six weeks later). After dis- 
charge the patient developed severe right-sided 
headache, which seemed to begin in the neck and 
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extend up the back of the head. Severe, sharp 
pain also extended through from one ear to the 
other. He had no vomiting, vertigo or ataxia. 
His eyes remained the same as at discharge. Ano- 
rexia had continued. He did not complain olf 
cough, chest pain or dyspnea. However, on the 
morning of the day of re-entry he coughed up a 
small amount of blood. 

Physical examination showed evidence of marked 
weight loss. Discrete, firm lymph nodes were 
palpable in the left axilla, but nowhere else. The 
pupils were negative. The retinal vessels showed 
marked sclerosis, and there was an old hemor- 
rhage on the temporal margin of the right disk. 
Examination of the chest showed dullness to per- 
cussion, suppressed breath sounds and inspiratory 
wheezes over the right base. The trachea was 
deviated to the left. A systolic apical murmur was 
heard at the apex. The liver edge was tender 
and palpable 3 cm. below the right costal margin. 
The abdomen was otherwise negative. The ankles 
showed slight pitting edema. Paralysis of the sixth 
and eighth nerves was noted on the left. The 
uvula and the tongue deviated to the left. The 
right leg was weak, the knee jerk greater on 
the left. However, the Babinski was positive on 
the right, negative on the left. 

The temperature was 98.6°F., the pulse 80. The 
respirations were 20. 

Examination of the urine was negative. The 
blood showed a red-cell count of 4,260,000 and a 
white cell count of 15,600. A stool examination 
Was guaiac positive. 

X-rays of the skull showed four sharply defined 
areas of rarefaction measuring up to 1 cm. in 
diameter —one over the left parietal bone and 
three over the posterior parietal and occipital bones. 
There was bone destruction at the base of the 
sella turcica. A large area of bone destruction in- 
volved the anterosuperior spine of the right ilium 
and extended about 12 cm. along the anterior sur- 
face of the bone. The chest was unchanged ex- 
cept that the area of density in the right cardio- 
phrenic angle was no longer visible. The cervical 
vertebrae showed proliferative changes with bridg- 
ing between the third, fourth and fifth. 

On the fifth hospital day the patient was irra- 
tional and essentially unconscious. Two days la- 
ter moist rales were heard at both bases. On the 
following day the rectal temperature rose to 103°F., 
the respirations to 25, the pulse to 100, and the 
patient died. 


DiFFERENTIAL DIAGNOSIS 


Dr. Donarp S. Kine: To review the first admis- 
sion we have a man of sixty-seven with hemoptysis 
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as the outstanding symptom. The x-ray showed 
a mass in the chest, and there was some evidence 
of bronchial obstruction on physical examination 
and by x-ray. He had hypertension and while in 
the hospital developed a left abducens palsy. 

Will you demonstrate the x-rays, Dr. Hampton? 

Dr. Ausrey O. Hampton: I saw this patient 
myself. He had this rather oval-shaped shadow 
to the right of the aorta and posteriorly in the 
region of the medial aspect of the right upper 
lobe, and just below is this other oval area of 
density in the region of the right lung root. 

Dr. Kine: Is this the shadow which the report 
states may be a blood vessel? 

Dr. Hampton: We thought it might be a large 
pulmonary vessel, but it does not separate and 
break into the smaller shadows that it should if 
such were the case. 


He also showed this very prominent, tortuous 
aorta. The question came up as to whether this 
lump at the right border of the aorta was a part 
of the aorta or in the lung. We could not sep- 
arate it from the aorta by any maneuver. It 
stayed there all the time, and we could not prove 
that there was any interference with the aeration 
of the right lung. 


Dr. Kinc: The report says that films were taken 
on inspiration and expiration and showed some 
air trapping in the right upper lobe? 

Dr. Hampton: Yes; that is true. The right up- 
per lobe did show more radiance than the left 
on expiration, but there is nothing very startling 
about it. 

Dr. Kine: This is the descending aorta? 

Dr. Hampton: Yes. 

Dr. Kinc: So we may disregard the shadow 
at the left of the heart and consider only the mass 
on the right. Is this a lymph node or is it a tumor 
in the lung itself? 

Dr. Hampton: I do not know. 

Dr. Kine: Could it be a node? 

Dr. Hampton: Usually when a node is present 
in that area you do not get this clear space or this 
outline of the aorta medial to it. The pleura is 
usually pushed away and the shadow is continuous 
with the mediastinum, and you should not get 
the impression that the mass bulges into the 
lung as you do from this. I should say that it 
does not have the usual appearance of a node. 

Dr. King: And you would be inclined to make 
it a tumor in the lung itself? It is not aneurysm? 

Dr. Hampton: In my interpretation I con- 
cluded that it was probably a tumor in the lung, 
but that aneurysm could not be ruled out. 
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Dr. Kinc: You saw no evidence of bronchiec- 
tasis in spite of the story of lifelong cough and 
the raising of large amounts of purulent sputum? 

Dr. Hampton: No. 


Dr. Kinc: On the first admission, then, he had 
a mass which I am willing to call a node. It 
makes little difference in this case whether it is 
a nodular metastasis or a primary tumor in the 
lung. He had hemoptysis and some evidence of 
cerebral metastases. 

At the second admission he had evidence of 
bronchial obstruction of the left lower lobe. There 
also were lesions in the bones, and evidence of 
central-nervous-system involvement, as shown by 
paralysis of the eighth nerve, deviation of the 
tongue to the left, weakness of the right leg and 
a positive Babinski on that side. Will you show 
the x-rays of the bones? 


Dr. Hampton: This is the area of destruction 
in the right ilium—an irregular motheaten de- 
fect. He also has a somewhat smoother but just 
as definite area of destruction in the floor of the 
acetabulum. These in the skull are quite obvi- 
ous. They are all about the same size, and if 
they were more numerous, would have the ap- 
pearance of myeloma. Certainly we have a_pic- 
ture of metastatic malignancy. 


Dr. King: Weare dealing then with metastatic 
malignancy and not with myeloma. The discus- 
sion of the differential diagnosis must be brief. 
This is not an infectious process. I do not see 
how we can make tuberculosis, syphilis or fungous 
infection fit the picture. I do not believe that the 
cardiovascular system is primarily involved or that 
the cerebral lesion was a hemorrhage. We must 
be dealing with cancer, and the question is the 
type of malignancy and its source. In my opinion 
the diagnosis is primary bronchiogenic carcinoma 
with metastases. I cannot make any other satis- 
factory diagnosis. The x-ray picture is not char- 
acteristic of lymphoma and 3600 r made no change 
in the tumor mass. There is no evidence of 
myeloma. The marked hemoptysis is uncommon 
with a metastatic tumor in the lungs. Of course, 
in the case of a tumor giving metastases to the 
lung, the bones and the brain, one must always 
think of hypernephroma, but in the present case 
we have no evidence of kidney involvement and 
the hemoptysis is against pulmonary metastasis 
as an explanation for the x-ray shadow in the 
chest. 

Is the mass shown in the x-ray film a primary 
bronchiogenic carcinoma or is it a metastasis in 
one of the mediastinal lymph nodes? I am in 
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favor of a metastasis. In such a case the bronchio- 
genic tumor may be small and yet the metastases 
in various portions of the body may be large. 

Dr. Witttam B. Breep: What about the mass 
in the right lower quadrant and the blood in the 
stools? 

Dr. Kine: I meant to speak about that. All 
we have is the report that there “seemed” to be 
a mass in the right lower quadrant and that the 
bleeding came on after the enema, and I should 
think the latter was probably due to hemorrhoids. 
Metastases to the intestinal tract should possibly 
be mentioned, but I do not believe that we have 
had any cases of primary bronchiogenic carcinoma 
with metastases to the intestines. Is that true, Dr. 
Mallory? 

Dr. Tracy B. Mattory: Yes. 

Dr. Kine: I am willing to leave out the mass 
in the right lower quadrant and the rectal bleed- 
ing. 

Dr. Matrory: I think there was considerably 
more question as to diagnosis before the patient 
developed this obvious cerebral metastasis. Dr. 
Churchill saw him at that point. Have you any- 
thing to add? 

Dr. Epwarp D. Cuurcuitt: I saw him the 
second day of his first entry. My note reads: 
“Cannot make a diagnosis. Possibility of primary 
malignancy of lung, but I doubt it. Dissecting 
aneurysm or small arteriosclerotic aneurysm com- 
municating with bronchial tree must be considered. 
No treatment advised at present in view of active 
hemorrhage today.” 


CLINIcAL DIAGNOSES 


Bronchiogenic carcinoma with metastases. 
Arteriosclerotic heart disease. 
Bronchopneumonia. 
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Dr. Diacnosis 


Primary bronchiogenic carcinoma with metas- 
tases in the mediastinal lymph nodes, bones 
and brain. 


ANATOMICAL DIAGNOSES 


Bronchiogenic carcinoma with metastases. 
Bronchopneumonia, right lower lobe. 
Cardiac hypertrophy, hypertensive type. 
Arteriosclerosis, generalized. 

Proctitis, acute ulcerative. 


PaTHOLoGICAL Discussion 


Dr. Matiory: The postmortem examination 
showed a large carcinoma that centered around 
the bronchus to the right upper lobe. The mayor 
tumor mass that you saw in the picture was the 
primary tumor. At autopsy the bronchus ap- 
peared almost completely occluded by the tumor, 
and it is surprising that the x-ray evidence of 
bronchial obstruction was not greater. It may 
have progressed rapidly in the last few weeks of 
life. He had multiple metastases, particularlv to 
the liver. Some of the small tracheobronchial 
lymph nodes and a great many of the retroperito- 
neal nodes were involved. We unfortunately did 
not have permission to do the head, but there 
can be no doubt that there were cerebral metas- 
tases as well. 

Dr. King: How about the adrenal glands? 

Dr. Matitory: They were negative. There was 
no tumor mass in the intestinal tract. There was 
an acute ulcerative proctitis, which was presum- 
ably responsible for the hemorrhage. He showed 
in addition a considerably enlarged heart and a 
terminal bronchopneumonia. 
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INTERNATIONAL ANTI-CANCER WEEK 


Rapium has proved of inestimable value in the 
treatment of cancer and is probably more firmly 
associated in the minds of the public with that 
disease than with anything else. Therefore, it is 
most fitting that the first International Anti- 
Cancer Week, signalizing joint efforts through- 
out the world to control this disease, should be 
marked by selecting the week of the fortieth an- 
niversary of the discovery of radium for this pur- 
pose. 

In accordance with the recommendation of the 
international committee, of which Justin Godart 
is president and Francis Carter Wood the Ameri- 
can representative, the Council of the Massachu- 
setts Medical Society has voted to recommend the 
observance of this week by special effort to further 
cancer education and control. 

This can be done with all the more enthusiasm 
since the falling death rate from cancer in Massa- 
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chusetts — alone of all points in the world — dur- 
ing the past three years seems to indicate that the 
method of control in use here has definitely proved 
its worth. The essence of the Massachusetts pro- 
gram, differing from most others, although more 
and more are being modeled along the same lines, 
lies in the fact that it recognizes the family physi- 
cian as the key man in the approach to the can- 
cer problem. By his early diagnosis of the condi- 
tion and his guidance to appropriate treatment, 
definite progress has been made, and still more 
can be made. In this state, guided by the Massa- 
chusetts Medical Society and the Massachusetts 
Department of Public Health, every effort has been 
put forth to advance the opportunity of the family 
physician to familiarize himself with cancer and 
to tell his patients and various groups in his com- 
munity about the disease and what can be done 
for it. The result of this method of attack, ad- 
vocated by the late Dr. George H. Bigelow, and 
ably carried out and emphasized by Dr. Herbert 
L. Lombard, has more than proved its worth. 

However, we must not regard the job as done. 
So long as available therapeutic measures are not 
utilized to their full value because of delay, so 
long as fear of the disease is a deterrent to diag- 
nosis and treatment, we cannot stop our efforts. 
During this week, which will be recognized by 
practically every civilized country, it is hoped that 
the interest aroused and the impetus gained will 
carry on, for cancer is not a disease of any one 
week but rather a constant menace. 

One of the aims of those sponsoring a week such 
as this might well be to destroy practically all text- 
book descriptions of cancer, for anyone who waits 
to diagnose cancer in this way waits until his 
therapeutic measures in most instances are little 
more than a minor delay in the signing of the 


death certificate. Emphasis cannot be too often 
laid on diagnosing cancer when it is just suspected, 


rather than when it is obvious. 

Of minor interest in connection with the Inter- 
national Anti-Cancer Week is that Albania, Brazil, 
France, the French colonies, Guatemala, Monaco, 
Paraguay and Turkey will put out special postage 
stamps in recognition of the occasion. 
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HUMANE POUND LAW 


Tue people of California on November 8 voted 
overwhelmingly against the so-called Humane 
Pound Law. All those interested in the science or 
the art of medicine, whether applied to human be- 
ings or to domestic animals will welcome this de- 
cisive defeat of a bill apparently aimed at the 
unnecessary suffering of dogs but actually designed 
to render virtually impossible all animal research 
— whether for the alleviation of human suffering 
or for the control of disease among domestic stock. 

Similar ambiguous and misleading bills have for 
many years been introduced in many states by a 
small group of sincere but misguided and mis- 
informed individuals. Such bills will continue to 
be so introduced. Their passage would be the 
death blow to the advance of medical science. 


In the recent past the attention of the general 
public has been drawn to this important problem 
by the able, authoritative and captivating articles 
by Paul de Kruif in the Country Gentleman and 
more recently an even wider audience has been 
intelligently approached through the medium of 
Life. Science has, indeed, acquired another friend. 


The issue has, therefore, been brought fully into 
the open. It behooves all of us medical men to 
carry on the war thus openly declared by educat- 
ing the public, in so far as possible, in the inesti- 
mable practical value which has accrued from ani- 
mal experimentation. 


We should make it clear to all that the discov- 
ery of bacteria as a cause of disease is at the very 
basis of all modern aseptic surgery and that such 
discoveries could not have been possible without 
the aid of animal research. We should point out 
that thousands of diabetic patients owe their lives 
to animal investigation. We should draw atten- 
tion to the prevention of rickets, the eradication 
of hookworm disease and the serum treatment of 
lobar pneumonia, all accomplished through animal 
studies such as the antivivisectionists seek to abolish. 
We should make it clear to all that the action of 
those vitamins so necessary for life could have 
been elucidated and standardized only by animal 
experimentation and that work has therefore been 
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done not only for our own salvation but also for 
that of those very animals these antivivisectionists 
seek to “protect” by such misguided and ill-advised 
measures as the Humane Pound Law. 

The people of California have given their de- 
cision. Let us see to it that medical research 
through properly controlled animal study may con- 
tinue to alleviate the diseases both of man and of 
other animals. 


The issue is clear. Let us face it! 


MASSACHUSETTS MEDICAL SOCIETY 
SECTION OF OBSTETRICS 
AND GYNECOLOGY 


Raymonp Titus, M.D., Secretary 
330 Dartmouth Street 
Boston 


SPONTANEOUS RUPTURE OF THE 
CERVIX AND LOWER SEGMENT 
Durinc Normat Lasor 


Mrs. E. C., a thirty-year-old gravida II, was 
admitted to the hospital on July 17, 1938, in active 
labor. 

The family history was not recorded, and the 
patient’s past history was unimportant. Her first 
pregnancy and delivery had been normal. This 
pregnancy had been normal except for slight 
hypertension. Catamenia began at fourteen, were 
regular with a twenty-eight-day cycle and were 
not accompanied by pain. Her last period was 
October 13, 1937, which made the expected date 
of confinement July 20. 

Examination on admission showed the patient 
to be in active labor with a vertex presentation, 
and four hours later she was delivered normally 
of a normal male child weighing 8 lb. 12 oz. The 
placenta separated and was expressed intact ten 
minutes later. Infundin and Ergometrine were 
given intramuscularly, but the uterus did not 
contract well and in the next few minutes the pa- 
tient bled so profusely that she went into pro- 
found shock and appeared moribund. The pulse 
was about 160, barely perceptible, the blood pres- 
sure was unobtainable, and the pupils were di- 
lated. Inspection of the cervix revealed a short 
tear on the right which was sutured, although it 
obviously did not account for all the bleeding. 
The uterus and vagina were packed, and the 
patient was given two transfusions, each con- 
sisting of 600 cc. of citrated blood. These pro- 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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cedures were completed within forty minutes 
after delivery. The blood pressure still could not 
be obtained, and during the next two hours two 
more transfusions, totaling 1200 cc., were given. 
Five hours after delivery the blood pressure was 
74 systolic, 58 diastolic. Since there was consid- 
erable bleeding through the pack, a fifth trans- 
fusion (600 cc.) was given and a supravaginal 
hysterectomy was done. The tear on the right 
- was found to extend into the lower segment and 
the right broad ligament, where there was a small 
hematoma. This was sutured, after amputation 
of the uterus, and the pelvis was drained from 
above; the vaginal packing was removed. During 
operation a sixth and a seventh transfusion, total- 
ing 1200 cc., were given. At the conclusion of the 
operation the systolic pressure was 70 and there 
was only slight oozing from the vagina. About 
five hours later the patient passed a clot equiva- 
lent in size to about 450 cc. of blood. Her blood 
pressure had dropped to 54 systolic. She was ex- 
amined vaginally, a few bleeding points in the 
mucosa of vagina and cervix sutured, and the 
vagina tightly packed. An eighth transfusion 
(600 cc.) was given. An hour later she had bled 
through the pack but was in fair condition. She 
was given a ninth transfusion (300 cc.). A few 
hours later, about twenty-four hours after de- 
livery, the patient again began to fail, the blood 
pressure dropping, and the pulse rising to 170. 
There was moderate oozing through the vaginal 
pack and also from the abdominal drain. A 
tenth transfusion (600 cc.) was given. Under 
anesthesia the vaginal pack was removed, and 
the vagina and cervix thoroughly examined. The 
persistent bleeding was found to be coming from 
inside the cervical stump. A considerable amount 
of blood clot was removed from the cervix, and 
the cavity in the stump tightly packed with an 
entire uterine packing strip. The vagina was 
tightly packed. The abdomen was then reopened, 
and a bleeding point near the left ovarian pedi- 
cle was ligated. The eleventh transfusion (600 cc.) 
was started during this operation. At its con- 
clusion the patient was in fair condition, the sys- 
tolic pressure being 80 and the pulse 140. There 
was no further loss of blood. 

During the next three days the patient’s daily 
output of urine averaged 100 cc. Thereafter it 
steadily increased, but the specific gravity re- 
mained fixed at 1.010, and the nonprotein_nitro- 
gen and the creatinine in the blood steadily in- 
creased. By the tenth day the twenty-four hour 
output was about 1500 cc., the nonprotein nitrogen 
119 mg. per cent and the blood creatinine 13.5 mg. 
By the fifteenth day the urine output had reached 
5000 cc. in twenty-four hours, the specific gravity 
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had increased, the blood nonprotein nitrogen and 
creatinine had decreased. On the ninth and elev- 
enth days the patient was given another trans- 
fusion (600 cc.) because of the severe anemia. She 
had only a slight fever. On the twenty-sixth day 
she was allowed to get up. She then began to 
cough and have fever, and an x-ray film revealed 
a process in the right upper lobe which was 
thought to be a small lung abscess. She was 
transferred to another institution for treatment of 
the abscess, and recovered completely without 
operation. 


Comment. Spontaneous ruptures of the cervix 
extending into the lower segment are extremely 
rare following normal deliveries. It is possible 
in this case that the initial hemorrhage was due 
in part to a relaxation of the fundus, but subse- 
quent operation proved that the chief trouble was 
a rupture of the cervix that extended into the 
lower segment. The patient recovered solely be- 
cause she was intelligently cared for in a hospital 
where all the facilities for blood matching and 
blood transfusion were available. The failure of 
kidney function was not the type seen after 
a transfusion reaction from incompatible blood 
but was probably secondary to prolonged hypo- 
tension and deficient oxygen supply to the kid- 
neys. The men who were in intimate charge of 
this patient are to be congratulated. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts Medi- 
cal Society in co-operation with the Massachusetts Depart- 
ment of Public Health, the United States Public Health 
Service and the Federal Children’s Bureau, have been ar- 
ranged for the week beginning November 21: 


BRISTOL SoUTH (New Bedford Section) 


Friday, November 25, at 4:00 p. m., at the St. Luke's 
Hospital, New Bedford. Subject: Delivery and 
the Puerperium. Instructor: Christopher J. Dun- 
can. Robert H. Goodwin, Chairman. 


ESSEX NORTH 


Friday, November 25, at 4:30 p. m., at the Lawrence 
General Hospital, Lawrence. Subject: Anemia — 
Modern Methods in Diagnosis and Treatment of 
Blood Dyscrasias. Instructor: Maurice B, Strauss. 
John Parr, Chairman. 

ESSEX SOUTH 

Tuesday, November 22, at 4:00 p. m., in the Nurses’ 
Home of the Salem Hospital, Salem. Subject: 
Syphilis — Latent Syphilis — Diagnosis and Treat- 
ment. Instructor: C. Guy Lane. Walter G. 
Phippen, Chairman. 


HAMPSHIRE 


Wednesday, November 23, at 4:15 p. m., in the Nurses’ 
Home of the Cooley Dickinson Hospital, North- 
ampton. Subject: Heart Disease — The Treat- 
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ment of “Heart Attacks” or “Cardiovascular 
Emergencies.” Instructor: Francis L. Chamber- 
lain. Warren P. Cordes, Chairman. 


NORFOLK SOUTH 


Monday, November 21, at 8:30 p. m., at the Quincy 
City Hospital, Whitwell Street, Quincy. Subject: 
Bright’s Disease and Hypertension — Evaluation 
of New Therapy: Diagnosis. Instructor: James 
P. O’Hare. David L. Belding, Chairman. 


PLYMOUTH 


Tuesday, November 22, at 4:00 p. m., in the Rosa 
Field Nurses’ Residence, Brockton Hospital (rear 
of hospital), Brockton. Subject: Gonorrhea — 
Modern Treatment of Gonorrhea. Instructor: 
George C. Prather. Walter H. Pulsifer, Chair- 
man. 


WORCESTER 
Tuesday, November 22, at 8:30 p. m., in the Nurses’ 
Home of the Milford Hospital, Milford. Sub- 
ject: Clinical Demonstrations — One or Two Cases, 
Preferably Illustrating the Same Condition. In- 
structor: Harold L. Higgins. Joseph Ashkins, 
Chairman. 


WORCESTER NORTH 
Friday, November 25, at 4:30 p. m., at the Burbank 
Hospital, Fitchburg. Subject: Syphilis — Latent 
Syphilis — Diagnosis and Treatment. Instructor: 
William P. Boardman. George P. Keaveny, 
Chairman. 


DEATHS 


LINFIELD — Epwin P. LinFietp, M.D., of 43 Hill 
Crest Avenue, Brockton, died July 24. He was in his 
eighty-third year. 

Dr. Linfield received his degree from the Dartmouth 
Medical School, Hanover, New Hampshire, in 1879 and 
was a retired member of the Massachusetts Medical So- 
ciety and the American Medical Association. 


STURNICK — Max Srurnickx, M.D., of 12 Columbia 
Road, Dorchester, died recently. He was in his sixty- 
second year. 

Dr. Sturnick received his degree from the Harvard Med- 
ical School in 1904. He was a member of the American 
Medical Association and the Massachusetts Medical So- 
ciety. 

His widow survives him. 


WHEELER — Atrrep A. Wuee er, M.D., of Leomin- 
ster, died July 22. He was in his sixty-eighth year. 

Born at Claremont, New Hampshire, he graduated from 
Harvard University and received his degree from the 
Harvard Medical School in 1894. He was district physi- 
cian at the Boston Dispensary and admitting physician 
to the Out Patient Department of the Massachusetts Gen- 
eral Hospital in 1895. From 1900 to 1906 he was surgeon 
to the Boston Dispensary. 

Dr. Wheeler was a fellow of the American Medical As- 
sociation and a member of the Massachusetts Medical So- 
ciety. 

His widow and four children survive him. 
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MISCELLANY 


HEALTH OF THE NATION 


Influenza, according to expectations, made its seasonal 
rise during the four-week period ending October 8. The 
2653 cases reported are about 35 per cent above the number 
for the corresponding period last year, according to the 
prevalence reports recently issued by the United States 
Public Health Service (Public Health Reports, October 28, 
1938). The South Atlantic and South Central areas ap- 
peared to be primarily responsible for the excess incidence, 
the number of cases in the former region being the high- 
est reported there in recent years. 

Smallpox, as compared with last year, indicates a de- 
cided drop, with the current incidence only about 70 per 
cent of that of 1937. Although more than 3000 cases of 
measles are reported for the current period, this is still 
below last year’s record for the same time. The inci- 
dence of poliomyelitis was the lowest recorded for this 
period in the decade for which these data are available. 
As the summer rise of this disease usually reaches its 
peak in September, it is now apparently safe to say that 
1938 will be free from an epidemic of this disease. 

Meningococcal meningitis shows the lowest incidence 
reports for the last ten years, with 113 cases reported. Ty- 
phoid fever, with 1737 cases, was less than 80 per cent of 
the number reported for the corresponding period last 
year, and the lowest for this period in recent years. Diph- 
theria showed a rise of about 20 per cent above the same 
weeks for last year, and 50 per cent above the 1936 figure. 
It is low, however, compared with the average incidence 
for the years 1933-1937. 

The number of cases of scarlet fever rose from approxi- 
mately 3300 during the four weeks ending September 10 
to 6621 for the four weeks indicated by this report. The 
increase, however, is considered about normal for this sea- 
son of the year. 

According to Dr. William F. Gafafer, senior statistician 
of the United States Public Health Service, the favorable 
frequency rate of sickness among male industrial em- 
ployees for the first quarter of this year continued through 
the second. ‘A comparison of the rates for the two quar- 
ters in 1937 and 1938 reveals only tuberculosis of the 
respiratory system and diseases of the stomach, except can- 
cer, with higher rates in 1938. The remaining causes and 
cause groups showed rates of like or smaller magnitude. 

All through the first six months of 1938, a favorable 
health record was indicated among industrial employees, 
according to reports from twenty-six industrial sick bene- 
fit organizations, covering an average of 168,233 male 
employees. The frequency of non-industrial injuries was 
approximately the same for the first six months of 1938 
and the corresponding months in 1937. 


NOTES 


At the annual meeting of the Academy of Physical 
Medicine, held in Washington, District of Columbia, last 
month, Dr. Herman A. Osgood, of Boston, was elected 
secretary-treasurer. Dr. William D. McFee, of Boston, and 
Dr. Franklin P. Lowry, of Newton, were elected directors. 

Dr. William H. Blanchard, of 464 Commonwealth Ave- 
nue, has been appointed professor of clinical surgery at 
the Middlesex University School of Medicine. He is 
chief-surgeon at the Captain John Adams Hospital of the 
Massachusetts Soldiers’ Home and a fellow of the Ameri- 
can College of Surgeons. The following three resident 
physicians of the Captain John Adams Hospital have been 
appointed clinical instructors: Dr. Lewis Glazer, Dr 
Louis P. Fincle, and Dr. James F. Collins. 
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CORRESPONDENCE 


CASE 24391 


Dr. Soma Weiss has just called my attention to a paper 
by Drs. D. M. Krinsky and H. H. Merritt concerning the 
neurological manifestations of subacute bacterial endo- 
carditis, published last spring in the New England Journal 
of Medicine (218:563, 1938). This was overlooked and 
not referred to in the discussion of Case 24391 of the 
“Case Records of the Massachusetts General Hospital.” 

In this paper 3 cases of subacute bacterial endocarditis 
with neurologic signs, one of which came to autopsy, were 
reported. The lesions in these cases were apparently em- 
bolic in nature. Thirty-one per cent of 100 cases of sub- 
acute bacterial endocarditis seen at the Boston City Hospi- 
tal from 1924 to 1936 showed neurologic manifestations, 
most commonly in the form of hemiplegia or hemiparesis. 
However, there was no mention made of meningitis, which 
was the chief problem in Case 24391. 

Paut D. Wuirte, M.D. 


Massachusetts General Hospital, 
Boston. 


STATE LAWS CONCERNING HEALTH 
EXAMINATIONS BEFORE MARRIAGE 


To the Editor: As the result of the publication in the 
New England Journal of Medicine (219:679, 1938) of the 
digest of premarital blood-test laws, the Michigan Depart- 
ment of Health has complained that we were in error in 
our statement that blood specimens must be tested in the 
Michigan State Laboratory. 

We are now informed that the bloods may be tested in 
any one of one hundred and twenty-five laboratories lo- 
cated in Michigan which have been registered with the 
Michigan Department of Health. 

For practical purposes, this does not materially change 
the situation so far as Massachusetts physicians are con- 
cerned; they would probably send their specimens to the 
Michigan State Laboratory since they would hardly know 
of the existence or locations of the other laboratories in 
that state. It remains true that blood tests performed in 
Massachusetts are not acceptable in Michigan. 

N. A. Netson, M.D., Director, 
Division of Genitoinfectious Diseases. 


Department of Public Health, 
State House, Boston. 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 
To the Editor: In addition to the articles enumerated 
in our letter of October 1 the following have been ac- 
cepted: 
Abbott Laboratories 
Capsules Digitalis Leaf, 0.1 gm. (11% gr.)-Abbott 
Abbott’s Standardized Brewer’s Yeast Tablets. 
Cutter Laboratory 
Solution Dextrose 5% in Saftiflask Containers, 
2000 cc. 
Solution Dextrose 10% in Saftiflask Containers, 
2000 cc 


Solution Dextrose 5% in Physiological Solution of 
Sodium Chloride in Saftiflask Containers, 
2000 cc. 

Solution Dextrose 10% in Physiological Solution of 
Sodium Chloride in Saftiflask Containers, 
2000 ce. 
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Mead Johnson & Company 
Mead’s Cevitamic Acid Tablets 


Merck & Company, Inc. 
Benzocaine-Merck 
Bismuth and Potassium Tartrate-Merck 
Carbromal-Merck 
Cinchophen-Merck 
Silver Protein Strong-Merck 
Sealed Tubes Cebione, 0.5 gm. 
Sealed Tubes Cebione, 1.0 gm. 


Parke, Davis & Company 
Diphtheria Toxin Diluted for Schick Test, one 5 cc. 
vial package 
G. D. Searle & Company 
Aminophylline-Searle, 0.48 gm., 
ce. 


E. R. Squibb & Sons 
Thiamin Chloride-Squibb 
Ampule Solution Thiamin Chloride-Squibb, 1 cc. 
Tablets Thiamin Chloride-Squibb, 1 mg. 
Tablets Thiamin Chloride-Squibb, 5 mg. 
The Upjohn Company 
Capsules Iron and Ammonium Citrates, 0.5 gm. 
2 gt. 
Ampule Solution Iron and Ammonium Citrates 
Green, 0.05 gm. (% gr.), 1 cc. 
Ampule Solution Iron and Ammonium Citrates 
Green, 0.1 gm. (1% gr.), 1 cc. 

The following products have been accepted for inclu- 
sion in the List of Articles and Brands Accepted by the 
Council But Not Described in N.N.R. (New and Nonoffi- 
cial Remedies, 1938, p. 508): 


Almay Pharmaceutical Corporation 
Almay Mineral Oil Jelly (Unmedicated) 


United States Standard Products Company 
Pollen Allergen Solutions Diagnostic 


The Upjohn Company 
Ampules Solution Magnesium Sulfate 10%, 20 cc. 
Paut Nicuotas Leecn, Secretary. 


535 North Dearborn Street, 
Chicago, Illinois. 


REPORT OF MEETING 
FOUR-COUNTY MEDICAL SOCIETY 


The annual meeting of the Four-County Medical So- 
ciety — consisting of members from Hampden, Hamp- 
shire, Berkshire and Franklin counties — was held at the 
Westfield State Sanatorium, Thursday, October 27, 

The sessions began at 10:30 a. m. with clinics in both 
the Cancer Division and the Tuberculosis Division. At 
1 p. m. dinner was served to the large number in at- 
tendance, after which the meeting was addressed by Dr. 
Channing Frothingham, president of the Massachusetts 
Medical Society, who spoke on “Trends in Medical Edu- 
cation and Medical Practice.” 

Following Dr. Frothingham’s address, the election of 
officers for the ensuing year was held. The following 
slate was elected: 
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President — Dr. George L. Schadt, Springfield. 
Secretary — Dr. W. Fenn Hoyt, Springfield. — 
The next annual meeting will probably be held in 
Springfield, some time in the fall of 1939. 


NOTICES 


CAMBRIDGE HOSPITAL 


The regular clinicopathological meeting of the staff of 
the Cambridge Hospital will be held in conjunction with 
the meeting of the Cambridge Medical Improvement So- 
ciety at the hospital, 330 Mt. Auburn Street, Cambridge, 
on Tuesday, November 22, at 8:30 p. m. 

Dr. Richard Ohler will speak on “The Medical and 
Surgical Aspects of Diabetes.” 

STEPHEN M. Bippte, M.D., Secretary. 


LAWRENCE CANCER CLINIC 


The regular Lawrence Cancer Clinic, to be held at the 
Lawrence General Hospital, 1 Garden Street, Lawrence, 
on Tuesday, December 6, at 10:00 a. m., will be a dem- 
onstration and teaching clinic for physicians, with Dr. 
Channing C. Simmons, of Boston, associate in surgery in 
the courses for graduates at Harvard Medical School, 
surgeon-in-chief to the Collis P. Huntington Memorial 
Hospital, member of the Cancer Commission of Harvard 
University, and consulting surgeon to the Massachusetts 
General Hospital, present as consultant. Physicians of the 
north half of Essex County are invited to accompany any 
of their patients whom they desire to have this service or 
to send them with a note. A report will be returned to 
every physieian who sends a patient. The service is 
gratis. Any physician is welcome to attend the clinic. 

This clinic is endorsed by the Committee on Post- 
graduate Instruction of the Massachusetts Medical So- 
ciety. 

Roy V. Baxeret, M.D., 

Cuar.es J. Burcess, M.D., 

Joun J. McArotz, M.D., 

Harry H. Nevers, M.D., 

Tuomas V. Uniac, M.D., 

J. Forrest BurnuaM, M.D., Chairman. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society will 
be held on Tuesday, November 22, in the Peter Bent 
Brigham Hospital amphitheater (Shattuck Street en- 
trance), at 8:15 p. m. 


PROGRAM 
Presentation of cases. 


Clinical and Biochemical Studies of Virilism in Women. 
Dr. Harry B. Friedgood. 


Medical students and physicians are cordially invited to 
attend. 


WILLIAM HARVEY SOCIETY 


The next monthly meeting of the William Harvey Society 
of Tufts College Medical School will be held in the audi- 
torium of the Beth Israel Hospital, on Friday, November 
18, at 8:00 p. m. 
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Dr. Channing Frothingham, the guest speaker, will 
speak on “The Economic Side of Medicine.” 

All doctors and medical students are cordially invited 
to attend. 


BOSTON MEDICAL HISTORY CLUB 


There will be a meeting of the Boston Medical History 
Club on Monday, November 21, at 8:15 p. m., at the Bos- 
ton Medical Library. Professor Richard H. Shryock, of 
the University of Pennsylvania, will speak on “The Na- 
ture and Significance of Medical Sects in the Nineteenth 
Century.” 


Paut D. Wuirte, M.D., President, 
BENJAMIN SpEctTor, M.D., Secretary. 


BOSTON CITY HOSPITAL 


A symposium on malignant disease of the intestine will 
be held in the Cheever Amphitheater, Dowling Building, 
ae City Hospital, Saturday morning, November 19, 
at 10:00. 


PROGRAM 


Morphology. Dr. John D. Houghton. 

Medical Aspects. Dr. Henry Jackson, Jr. 

X-ray Aspects. Dr. Max Ritvo. 

Surgical Aspects. Dr. William M. Shedden. This will 
be illustrated with an original moving picture film on 
carcinoma of the rectum. 

Rosert M. Green, M.D., Chairman, 
Committee on Hospital Clinics. 


CARNEY HOSPITAL 


The menthly clinical meeting of the Carney Hospital 
will be held in the Andrew Carney Assembly Room on 
Monday, November 21, at 11:30 a. m. 


PROGRAM 


Case Reports: 

Carcinoma of descending colon. Dr. George Bourgeois. 

Rocky Mountain spotted fever. Dr. Norman A. Welch. 
Discussion by Drs. Louis Curran, Paul Jakmauh and M. 
Viodoli. 

Extreme care of uterine apoplexy. Dr. A. J. Bernard. 

Physicians and medical students are cordially invited to 
attend, 

Roy J. Herrernan, M.D., Secretary. 


MOTION PICTURE SHOWING ON “DIAGNOSIS 
AND TREATMENT OF SYPHILIS” 


On Tuesday, November 22, at 4:45 p. m., in Amphi- 
theater E, Harvard Medical School, there will be a show- 
ing of the motion picture “Diagnosis and Treatment of 
Syphilis,” under the auspices of the Department of Derma- 
tology and Syphilology of the school. 

This film was produced under the joint auspices of 
the American Medical Association and the United States 
Public Health Service, and shows national authorities on 
the subject in action on the diagnosis and treatment of 
syphilis. 

The lecturers in the film are Dr. John H. Stokes on 
“The Diagnosis of Early Syphilis”; Dr. Harold N. Cole 
on “The Treatment of Syphilis”; Dr. Paul A. O’Leary on 
“Latent Syphilis”; Dr. Philip C. Jeans on “Congenital 
Syphilis”; and Dr. Joseph E. Moore on “Neurosyphilis.” 


Vol. 219 No. 20 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistRICT FOR THE WEEK BEGINNING 
Monpay, Novemser 21 


Monpay, Novemner 21 
#11:30 a. m. Carney Hospital, monthly clinical meeting. 
8:15 p. m. Boston Medical History Club. Boston Medical Library. 


Tuespay, NoveMBer 22 
*9-10 a. m. Boston Dispensary. 
Ettinger. 
*12 m. South End Medical Club. Headquarters of the Boston Tuber- 
culosis Association, 554 Columbus Avenue, Boston. 
4:45 p. m. Motion picture showing on ‘‘Diagnosis and Treatment 
of Syphilis."". Amphitheater E, Harvard Medical School. 
- *10 a..m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 
*8:15 p. m. Harvard Medical Society. Peter Bent Brigham Hospital 
_ amphitheater (Shattuck Street entrance). 


X-ray Demonstration. Dr. Alice 


Wepnespay, November 23 


*9-10 a: m. Dispensary. Hospital case presentation. 
Thannhause 


*12 m. conference. 
theater. 


Dr. S. J. 


Children’s Hospital amphi- 


Frmay, NoveMBER 25 


*9-10 a. m. _— Dispensary. Current Problems in Diabetes. Dr. 
E. P. Joslin 


*10 a. m. - 12: 30 p. m. Tumor clinic. Boston Dispensary. 


Saturpay, NoveMBER 26 


*9.10 a. m. Boston Dispensary. Hospital case presentation. Dr. S. J. 
Thannhauser. 


*10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


*Open to the medical profession. 


Novemser 18 — William Harvey Society. Page 814. 


Novemsen 18— New England Heart Association in conjunction with 
New England Roentgen Ray Society. Page 775, issue of November 10. 


Novemser 19 — Boston City Hospital. Symposium on malignant disease 
of the intestine. Page 814. 


Novemsea 21 — Carney Hospital. Monthly clinical meeting. Page 814. 

NoveMsBer 21 — Boston Medical History Club. Page 814. 

Novemser 22 — Harvard Medical Society. Page 814. 

Novemser 22 — Cambridge Hospital. Clinicopathological meeting of the 
staff. Page 814. 


s yiaee 22 — South End Medical Club. Page 775, issue of Novem- 
ber 


Novemser 22 — Motion Picture Showing on ‘Diagnosis and Treatment 
of Syphilis." Page 775, issue of November 10, and page 814. 
DecemBer 6 — Lawrence Cancer Clinic. Page 814. 


Decemser 8 — Pentucket Association of Physicians, 8:30 p. m., Hotel 
Bartlett, 95 Main Street, Haverhill. 


January 12, 1939— Peter Bent Brigham Hospital. 
by Dr. Christian. Page 633, issue of October 20. 


Fesruary 4, May 15 and 16, 1939— American Board of Obstetrics and 
Gynecology. Page 451, issue of September 22. (Application for admission 
to Group A examinations must be on file in the Secretary's office by 
March 15, 1939, instead of April 1 as previously stated.) 


assign 27-31 — American College of Physicians. Page 36, issue of July 7. 


May 7-15 — International Congress of Military Medicine and Pharmacy. 
Page Sol, issue of September 29. 


May 15-19 — American Medical Association, St. Louis, Missouri. 

June 6, 7, 8 — Massachusetts Medical Society. Worcester. 

September — Boston Psychoanalytic Institute. Page 450, issue of Septem- 
ber 22. 


Clinic conducted 


District MEpDICcAL SOcIETIES 


ESSEX SOUTH 
December 7 — Salem Hospital. Clinic at 5 p. m. Dinner at 7 p 
Speakers: Dr. Walter G. Phippen and Dr. Channing Frothingham. Subject, 


Economic Problems. 


January 4— Danvers State Hospital. Clinic at 5 p. Dinner 


p. m. Speaker: se Kenneth J. Tillotson. Subject: The Psychiatrist's 
Viewpoint in Delinquency. 
Fesxuary 8 — Essex Sanatorium, Middleton. Clinic at 5 p. m. Dinner 


at 7 p. m. Speaker: Dr. Edward Churchill. 
of Pulmonary Suppuration. 


March 1—Lynn Hospital. Clinic at 5 p. m. Dinner at 7 p. m. 
Speaker: Dr. John Rock. Subject: Endocrinology. 

Arrit 5— Addison Gilbert Hospital, Gloucester. Clinic at 5 p. m. 
Dinner at 7 p. m. Speaker: Dr. Ethan Allan Brown. Subject: Allergy. 

May 10— Annual meeting. Salem Country Club, Peabody. 


Subject: Surgical Treatment 
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‘SUFFOLK 


Novemser 30— Program of clinical and investigative activities. Staff 


of the Massachusetts General Hospital, Boston Medical Library, 8:15 p. m. 


January 25, 1939 — Symposium on 7? Dr. Elliott P. Joslin and 
associates, ame Medical Library, 8:15 p. 

Marcn 29 — Joint meeting with New Pediatric Society, Boston 
Medical T uiseary: 8:15 p. m. Program and speakers to be announced. 

Apri 26 — Annual meeting in conjunction with Boston Medical ae 
at ant p- m. Election of officers. Program and speakers to 
nounced. 


BOOKS RECEIVED FOR REVIEW 


Pediatric Symptomatology and Differential Diagnosis. 
Sanford Blum. 500 pp. Philadelphia: F. A. Davis Co., 
1938. $5.00. 


Allergic Diseases: Their diagnosis and treatment. 
M. Balyeat and Ralph Bowen. Fifth edition. 
Philadelphia: F. A. Davis Co., 1938. $6.00. 


Diseases of the Ear, Nose and Throat. Francis L. Led- 
erer. 835 pp. Philadelphia: F. A. Davis Co., 1938. $10.00. 
Carbon Monoxide Asphyxia. Cecil K. Drinker. 276 


pp. London, New York and Toronto: Oxford University 
Press, 1938. $4.50. 


The Physiology of Anesthesia. Henry K. Beecher. 388 
pp. London, New York and Toronto: Oxford University 
Press, 1938. $3.75. 


Shock and Related Capillary Phenomena. Virgil H. 
Moon. 442 pp. London, New York and Toronto: Ox- 
ford University Press, 1938. $3.50 


Silicosis and Asbestosis. By collie: authors. Edited 
A. J. Lanza. 439 pp. London, New York and Toronto: 
Oxford University Press, 1938. ’ 

Cranio-Cerebral Injuries: Their diagnosis and treat- 
ment. Donald Munro. 412 pp. London, New York and 
Toronto: Oxford University Press, 1938. $4.00. 


_ Ray 
547 pp. 
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A Synopsis of the Diagnosis of the Acute Surgical Dis- 
eases of the Abdomen. John A. Hardy. 345 pp. 
St. Louis: The C. V. Mosby Co., 1938. $4.50. 


The preface suggests that this book is written especially 
for the general practitioner who does his own surgery. 
The completeness of its list of the diseases causing or 
simulating the “acute abdomen” is admirable. So is the 
amount of diagnostic data on them which it compresses. 

But one criticizes Dr. Hardy’s faith in the constancy of 
the phenomena of disease. “The present history of acute 
appendicitis is practically identical in all cases. The pa- 
tient almost invariably states that the pain began in the 
epigastrium or the umbilical region. . . . He ordinarily is 
seen lying on his back with the right thigh or both thighs 
flexed. In all cases, however, respiratory abdominal move- 
ment is absent in some degree in the lower right quadrant 
or hypogastric regions. . . . The cardinal symptoms of 
appendicitis are pain, anorexia, nausea or vomiting, 
rigidity and tenderness of the lower right quadrant, eleva- 
tion of temperature, and leucocytosis, occurring in the 
above-named sequence. The cardinal symptoms are con- 
stant; the others are variable.” It is true that the author 
qualifies some of these statements elsewhere and that no 
one wants to write a book full of “ifs,” “buts” and 
“maybes.” But no disease is always the same; and for the 
sake of all the good in it, the reviewer hopes that this 
book will have a second edition, with more conservative 
adjectives and adverbs. Books on the “acute abdomen” 
should not only try to keep physicians from operating for 
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gastric crisis, but should give them the courage to operate 
for acute appendicitis even though the picture lacks one or 
two academic symptoms. 


A Historical Chronology of Tuberculosis. Richard M. 
Burke. 84 pp. Springfield, Illinois, and Baltimore: 
Charles C Thomas, 1938. $1.50. 


This is a rather disappointing book although the author 
has listed in chronological order what appear to be the 
principal events in the history of tuberculosis. He has 
given no references and the list, therefore, is practically 
valueless. When he states, for instance, under the date 
of 1861 that Oliver Wendell Holmes used the term “white 
plague” referring to tuberculosis, one naturally wishes to 
know whether this statement is correct and where the 
reference is to be found. Such a reference as, under the 
year 1864, “Use of milk from diseased cows prohibited 
(Boston)” is a statement which calls for immediate veri- 
fication, and it often is the reference which leads one on 
to further investigation. Even presuming that the state- 
ments are correct as given in this table, one feels that the 
book is nearly useless, for such a hand list means little to 
the student and practically nothing to the scientific phy- 
sician. 

The text is accompanied by an elaborate chart giving a 
graphic outline of the development of our knowledge of 
tuberculosis. The chart, however, is hard to follow and 
adds little to the value of the book. There is a brief 
bibliography, and an index of names and subjects, which 
should be of some help in reference to the history of tu- 
berculosis. 


Agostino Bassi in the History of Medical Thought. Gio- 
vanni P. Arcieri. 30 pp. New York: The Vigo Press, 
1938. 75c. 


The author makes a plea to consider Agostino Bassi as 
the founder of microbiology, not merely as a forerunner 
of Pasteur and Koch. After a few very brief remarks on 
Radi, Spallanzani, Valli, Acerbi, and Fracastoro, Bassi is 
introduced and placed on a plane above them all as the 
real genius of microbiology. A certain amount of inter- 
esting documentary proof is presented for use by the 
reader, but one gets the impression that not enough is in- 
troduced from the writings of Bassi himself to aid one in 
coming to the same conclusions as the author. The sub- 
ject matter warrants further detailed and extensive ex- 
tracts, and it is hoped that the author will present them 
in the near future. 


Biography of the Unborn. Margaret S. Gilbert. 132 pp. 
Baltimore: Williams & Wilkins Co., 1938. $1.75. 


This book is written to meet the cultural needs of the 
general reader; and yet, it may be said that all students 
of biology in and out of school will find themselves in- 
debted to the author for a most engaging presentation of 
an admittedly difficult subject. The author has gone to 
great lengths to be accurate, evidenced in part by the 
publications listed under “Suggested Readings” in which 
are cited contributions to embryology by Keibel and Mall, 
Arey, Hartman, Guttmacher, Scammon and Calkins, His, 
Keibel and Elze, Retzius and Preyer. This fact is noted 
in order that it may be recognized that the book is not the 
ordinary popularized variety. 

Its smooth-running style will make a strong appeal to 
readers. Here and there one feels the force of the humor 
suggested by the writings of Oliver Wendell Holmes. One 
comes upon phrases such as “Life begins for each of us 
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at an unfelt, unknown, and unhonored instant when a 
minute wriggling sperm plunges headlong into a mature 
ovum or egg”; “The first battles of life are fought at the 
placental barrier”; “The second month might well be 
called the era of the liver”; “At the heart of every em- 
bryonic ovary there lies an undeveloped testis”; “The 
third month could be marked the tooth month.” 
This book deserves a wide circulation. 


A BC of the Vitamins: A survey in charts. Jennie Greg- 
ory. 93 pp. Baltimore: The Williams & Wilkins Co., 
1938. $3.00. 


This book is in the main an unimposing display of pic- 
tures that might well adorn a geography primer. Any- 
one who presents such a text to the public must expect to 
find prejudice on the part of the scientific profession. The 
author has merely combined in outline form the most 
generalized facts about vitamins and has presented the 
subject diagrammatically. The pictures are clear and dis- 
tinct but give an extremely superficial view on the knowl- 
edge of vitamins, and the discussion of each vitamin is 
limited to approximately five or six large charts. So far 
as the charts are concerned, the simplicity of the complex 
subject is praiseworthy, but on the other hand this method 
of presentation is completely reprehensible if it is intended 
to give a scientific discussion of the subject. The treat- 
ment of the complicated inter-relation of vitamin D and 
parathyroid function, for example, is such as to leave the 
reader, or perhaps it is better to say the spectator, amazed 
at the simplicity of the whole mechanism. The reviewer 
finds but little excuse for the presence of such a text on 
either the library or reference shelf. 


Pneumonia and Serum Therapy. Frederick T. Lord and 
Roderick Heffron. 148 pp. New York: The Com- 
monwealth Fund, 1938. $1.00. 


In 1936 the Commonwealth Fund published a small 
book by these authors entitled “Lobar Pneumonia and 
Serum Therapy.” The 1938 edition is called “Pneumonia 
and Serum Therapy.” The new edition brings the sub- 
ject of serum therapy up to date and includes additional 
facts in regard to dosage, the use of rabbit antiserum, 
and the results of specific treatment in cases of pneumonias 
due to Types 1, 2, 5, 7, 8 and 14 pneumococci. Emphasis 
is placed on the use of serum in bronchopneumonia in- 
stead of limiting it to lobar pneumonia, as was originally 
recommended. There is also an outline of “Basic Plans 
for Comprehensive Pneumonia Control Programs as Com- 
munity Projects.” 

The book is clearly and concisely written and gives all 
the information that is necessary for present-day serum 
treatment of pneumonia. The reviewer believes that it is 
the most useful presentation now available. The fact 
that developments in this field are occurring so rapidly 
that a new edition is required in a few months is no argu- 
ment against the present usefulness of the work. 


Electrotherapy and Light Therapy. Richard Kovacs. 
Third edition, thoroughly revised. 744 pp. Philadel- 
phia: Lea & Febiger, 1938. $7.50. 


This new edition has been extensively revised, and 
many new illustrations added. The chapter on electro- 
physiology and electrotherapy has been enlarged and there 
is a full discussion of such bioelectric phenomena as 
chronaxie, ionic effects and injury currents in muscles 
and nerves. It is gratifying to find that the author pays 
considerable attention to the methods of ascertaining the 
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various degrees of reaction of degeneration. Beginning 
with the prevailing and simpler method of testing by 
means of galvanic and faradic currents he leads up to 
methods which offer greater precision, such as the use of 
condenser discharges and chronaxie. 

There is a full discussion of short-wave diathermy, and 
considerable light is shed on both the theoretical and prac- 
tical aspects of this complicated subject. Fever therapy, 
especially as applied to the treatment of gonorrheal arthri- 
tis, is presented in a very optimistic light. Light therapy, 
and especially ultraviolet light treatment, is discussed fully 
from both the theoretical and practical aspects. 

Proctologic and dermatologic conditions are discussed 
as well as the application of physical therapy to diseases 
of the ear, nose and throat. 

In general this book should be a valuable addition to 
the doctor’s library. 


Heart Disease and Pregnancy. Crighton Bramwell and 
Edith A. Longson. 194 pp. London, New York and 
Toronto: Oxford University Press, 1938. $3.00. 


The problems of heart disease in pregnancy are described 
in the preface as lying in the no man’s land between two 
specialties. One is tempted to stretch the simile a little 
farther to consider this patch of no man’s land as a neg- 
lected salient left between two advancing allied armies 
who did not understand each other’s language. This 
book is an important contribution toward a co-ordinated 
attack by the internists and the obstetricians on this sec- 
tor. It is written for the general practitioner and is based 
on the authors’ experience with 350 cases, as well as the 
most recent American and British reports. The clinical 
diagnosis of various heart lesions is treated in a very com- 
plete fashion, even down to such minutiae as the phono- 
cardiogram in aortic stenosis. On the other hand one 
could wish for a more extended consideration of the treat- 
ment of the heart and circulation in normal pregnancy. 
The text is refreshingly clear and well illustrated, the 
reasoning sound. This book has been long overdue and 
will be hailed with gratitude by internists and obstetri- 
cians, as well as by general practitioners. 


Papers on Psycho-Analysis. Exnest Jones. Fourth edi- 
tion. 643 pp. Baltimore: William Wood & Co., 1938. 
$8.00. 


The same high praise can be bestowed on the fourth edi- 
tion of Jones’s well-known volume as was given by the 
reviewer to the third edition (Boston M. & S. ]. 190:366, 
1924). It was then stated that the volume was a sound 
and scientific contribution, whose prominent features were 
the lucidity of its style and the accurate discussion of the 
clinical and theoretical aspects of psychoanalysis. The re- 
viewer pointed out that the center of interest in psycho- 
analysis had recently shifted from the earlier study of re- 
pressed impulses to an investigation of the functions of 
the ego, that is, the non-sexual parts of the mind. It is 
this function of the ego, particularly its defensive mecha- 
nism, which is now the goal of scientific and therapeutic 
work. In the beginning psychoanalysis was pre-eminently 
a psychology of the unconscious, but since the fresh di- 
rections of research have become focused on the ego and 
the knowledge of the superego has become more precise, 
the investigation of the unconscious no longer covers the 
entire field of psychoanalytic therapy. 

In the preface to this fourth edition, the author empha- 
sizes the development in the study of the dynamic as- 
pects of the ego and their inter-relation with unconscious 
impulses. The new chapters which have been added dis- 
cuss at length all these recent advances, particularly the 
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defensive mechanisms of the ego. Most of the chapters 
in this, as in the previous edition, had already been pub- 
lished as separate contributions in various psychoanalytic 
journals; twenty of the older papers have been omitted 
and twelve new ones inserted. The most important of 
the new chapters are on the functions of the superego, 
the fundamental problem of instincts, the relations be- 
tween psychoanalysis and psychiatry, and early psycho- 
sexual development, with particular reference to female 
sexuality. In these new chapters are embodied many as- 
pects of an older chapter entitled “Recent Advances in 
Psychoanalysis,” which has been retained in its entirety. 

It is unfortunate that in the prefatory note to the ap- 
pended glossary, there has been omitted a reference to the 
Dictionary of Psychology (Boston: Houghton Mifflin Co.; 
London: Allen & Unwin, 1934), which, among other 
material, contains comprehensive definitions of psycho- 
analytic terms, and was very favorably reviewed in the 
International Journal of Psychoanalysis (17:269-277, 1936) 
by Dr. Jones. 


The Hypothalamus: nee ge functional, clinical 
and surgical aspects. W. E. Le Gros Clark, John 
Beattie, George Riddoch and Norman M. Dott. 211 
pp. Edinburgh: Oliver and Boyd, 1938. 12s. 6d. 


Four authors, all authorities in their respective fields, 
have produced this book, based upon the Henderson Lec- 
tures given at the University of Edinburgh in 1936. The 
region of the brain under consideration has only recently 
come into prominence as an important center of physio- 
logic activity. Here lies, at least in part, an area for the 
co-ordination and control of the sympathetic and para- 
sympathetic reflexes. There is evidence, moreover, that 
the hypothalamus, closely associated with the hypophysis, 
may control the rate of secretion of hormones. Thus, this 
important center supervises our emotional reactions, our 
sleep and waking, and probably our body-temperature, 
metabolism, growth and sexual function. Clinically there 
are many syndromes in which dysfunction of the hypo- 
thalamus is discernible. Some lesions affecting it may be 
attacked surgically. These four lectures cover the whole 
field — anatomical, physiological, clinical and surgical. 
This is a fundamental text, clearly written and finely il- 
lustrated. 


The Spectacle of a Man. John Coignard. 252 pp. New 
York: Jefferson House, 1937. $2.50. 

This is a psychoanalytic novel based on a case history 
and written by a practicing physician under a pseudonym. 
All the internal evidence shows that it is the work of a 
trained analyst. For example, the transference-resistance, 
the ambivalence of love and hate, and the primal scene 
could only be described by one who has had actual analytic 
experience. 

The chief theme of the novel is the love conflict of the 
hero, Arnold Harvesting, concerning two women, both of 
whom seem to be mother substitutes: one, a childhood 
mother symbol; and the other, a symbol of more adult 
love interest. Toward one of the women he reacts with an 
instinctive drive; toward the other, with an intellectual 
one; and, gradually, there are unwoven the nature and 
process of the conflicts and their final adjustments through 
the analytic therapy. The psychology of these erotic con- 
flicts is well described, and the details of the thoughts con- 
cerning them are given, as they should be, as analytic 
material; but, they appear to the reviewer to be more like 
scientific outlines than descriptions of character. 

One of the most interesting parts of the book demon- 
strates how the activities and feelings of everyday life 
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enter into the analytic material both in free association 
and dreams. In the analysis of the dreams, there appears 
to be too much conversation and questioning, not sufficient 
free association and an overemphasis on interpretation, 
which is usually not accepted so readily by a real patient 
as by the principal character of the book. 

The author is at his best when he does not introduce 

psychoanalytic terms but merely describes emotional con- 
flicts. On the whole, the volume is interesting and will 
give the uninformed reader some idea of the trends of 
psychoanalytic technic. It is the first novel of its kind 
with which the reviewer is acquainted, and the author de- 
serves the gratitude of both physicians and general read- 
ers for having written it with so much understanding. 


Diseases of the Chest and the ‘the Principles of Physical Diag- 
nosis. George W. Norris and H. R. M. Landis. Sixth 
edition. 1019 pp. Philadelphia and London: W. B. 
Saunders Co., 1938. $10.00. 


The fact that six editions of this standard textbook 
have been required in the past twenty years of its exist- 
ence adequately demonstrates that it is needed. It has no 
rival in its own province—the principles of diagnosis 
of diseases of the chest. 

In the interval since the appearance of the fifth edition 
Dr. Landis has died. 

Large sections of the book have been rewritten; some 
material has been added and some deleted, so that its size 
remains about the same as that of previous editions. A 
new chapter on electrocardiography by Dr. Thomas M. 
McMillan brings the text up to date in this field. The 
discussion of the pathogenesis of chronic pulmonary tu- 
berculosis, on the other hand, has not been modernized 
and remains a curious jumble of the old (Koch) and the 
new (Ranke, Raedeker, Opie, Miller). 

Although sometimes recommended as an elementary 
textbook of physical diagnosis, the book has never been 
suitable for this purpose. It is expensive; it is voluminous 
without being comprehensive; it does not have the simple 
and direct approach which the beginner needs; and for 
twenty years it has contained a number of minor but 
mildly annoying faults, such as the confusion of consona- 
tion and crepitation in respect to rales (page 132), a far 
from clear and somewhat antiquated discussion of the 
theory of percussion (pages 89-101), the misprint Rihl for 
Rohl (pages 89-91) and the endorsement of the so-called 
“lung reflex” of Abrams, of unsainted memory (page 
80). These peccadillos do not destroy its permanent value 
as a handbook for the practitioner and serious student. 


Experience in the Management of Fractures and Disloca- 
tions. Edited by Philip D. Wilson. 1036 pp. Phila- 
delphia: J. B. Lippincott Co., 1938. $15.00. 


This volume represents the first attempt at a composite _ 


of the experiences of the fracture service of a large hospi- 
tal. The present-day organized effort to secure better and 
more uniform results in the treatment of fractures would 
logically be expected to develop to an effort of this sort. 
Coming, as it does, from an old and well-established clinic, 
distinguished for the soundness of its views and the com- 
petence of its surgical staff, and covering a period of seven 
years and a total of 4390 cases, it carries the weight of 
seasoned observation. The method of presentation of the 
subject is novel and should be extremely useful to those 
who are called on to deal with this class of injury, for in 
any large series of fractures there is a very great likeli- 
hood that there will be many duplicates of these recorded 
cases. The numerous case histories with illustrations in 
the text will be of great service in identification. In the 
group of men whose experience is here recorded, certain 
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anatomic regions were allotted to different individuals so 
that each man became, in a way, a specialist in a particu- 
lar field or for some particular fracture. The care which 
was devoted to the study of the cases before discharge and 
the follow-up have given a better perspective of the re- 
sults of treatment than can be found anywhere else. 

The material has been ably edited, and the cause of 
fracture management has been given a boost such as it 
never has had. Credit must be given not only to the 
group that has made this forward step possible, but to all 
who for many years have striven through the Fracture 
Committee of the American College of Surgeons and by 
individual effort to make hospital staffs “fracture con- 
scious.” This sort of study cannot fail to bring about bet- 
ter results in treatment not only in the large clinics but in 
private practice as well. To this end first-hand access to 
this volume is almost indispensable. 


The Clinical Examination of the Nervous System. G. H. 
Monrad-Krohn. Seventh edition. 319 pp. New York: 
Paul B. Hoeber, Inc., 1938. $3.00. 

This book, widely known in English-speaking coun- 
tries, has become the standard book in its field since it was 
first published in 1921. The author has kept the volume 
up to date, and nearly 100 pages have been added in the 
last eight years, illustrating the rapid growth in neurologi- 
cal diagnosis during this period. The book, however, is 
still handy in size. In the present edition, there is new 
material on ventriculograms, and angio- 
grams. The use of electroen graphy, unfortunately, 
is not discussed. 


Guiding Human. Misfits. “Alexandra Adler. 88 pp. New 
York: The Macmillan Co., 1938. $1.75. 


Dr. Adler is thoroughly equipped to write this volume 
on the clinical applications of individual psychology. In 
it she follows the principles laid down by her father, the 
late Dr. Alfred Adler, and the book is dedicated to his 
memory. There is a short introduction by Dr. Merrill 
Moore in which he summarizes the theoretical and prac- 
tical aspects of individual psychology. 

Alfred Adler’s system of psychology, breaking with 
psychoanalysis, was dominated by one central idea, a pri- 
mary will to power, which was stressed by the individual 
to overcome the sense of inferiority. He thus became the 
founder of what he termed individual psychology. Ac- 
cording to Adler’s principles, neurotic disorders and char- 
acter traits are efforts to compensate for physical or men- 
tal inferiorities. However, in discussing Adler’s theory of 
organ inferiority, Freud once wrote that if such a theory 
were so, neuroses should be the by-product of general 
decrepitude; whereas, observation shows that an impres- 
sive majority of such individuals fail to react to their de- 
fects by neurosis. 

The various case histories and dream interpretations in 
this volume are kept on a rather descriptive level without 
much discussion of the deeper dynamic material. Conse- 
quently, psychoanalytic concepts are given a limited treat- 
ment, but as the author states, her book is not the place to 
discuss in detail psychoanalytic psychotherapy. The omis- 
sion of these is the measure of the fundamental difference 
between psychotherapy based on individual psychology 
and Freudian psychoanalysis. In the former, there is an 
attempt at guidance to substitute a feeling of superiority 
for the feeling of inferiority; in the latter, the unconscious 
motives and desires are subjected to analysis, thus minimiz- 
ing the conflict between instinctive drives and the defen- 
sive forces of the ego. 

The book is clearly written, and the last chapter, on 
child guidance, contains much practical and sound advice. 


